Young people with learning disabilities : an investigation of counselling and inclusion by Pattison, Susan
Durham E-Theses
Young people with learning disabilities : an
investigation of counselling and inclusion
Pattison, Susan
How to cite:
Pattison, Susan (2005) Young people with learning disabilities : an investigation of counselling and
inclusion. Doctoral thesis, Durham University. Available at Durham E-Theses Online:
http://etheses.dur.ac.uk/1758/
Use policy
The full-text may be used and/or reproduced, and given to third parties in any format or medium, without prior permission or
charge, for personal research or study, educational, or not-for-profit purposes provided that:
• a full bibliographic reference is made to the original source
• a link is made to the metadata record in Durham E-Theses
• the full-text is not changed in any way
The full-text must not be sold in any format or medium without the formal permission of the copyright holders.
Please consult the full Durham E-Theses policy for further details.
Academic Support Office, Durham University, University Office, Old Elvet, Durham DH1 3HP
e-mail: e-theses.admin@dur.ac.uk Tel: +44 0191 334 6107
http://etheses.dur.ac.uk
Young People with Learning Disabilities: 
An Investigation of Counselling and Inclusion 
Susan Pattison 
A thesis submitted in partial fulfilment for the degree of Doctor of 
Philosophy in the School of Education, University of Durham 
2005 
A copyright of this thesis rests 
with the author. No quotation 
from it should be published 
without his prior written consent 
and information derived from it 
should be acknowledged. 
4 
- JUN 2005 
Statement of Copyright 
The copyright of this thesis rests with the author. No quotation from it should 
be published without their prior consent and information from it should be 
acknowledged. 
a 
2 
ABSTRACT 
This research study examines counselling practices and processes in relation to 
the concept of the inclusion of young people with learning disabilities. The 
aims of the study are to identify how inclusive counselling is of this client 
group; to gain knowledge and insight into practices that either include or 
exclude; to identify strategies that can increase inclusivity and to use this 
knowledge to construct a model for inclusive counselling practice in relation to 
young people with learning disabilities. Mixed methodology is used to provide 
both quantitative and qualitative data. Research methods include a survey of 
counsellors listed in the BACP Directory (2001) and a series of semi-structured 
interviews. The hypothesis that counsellors can increase the inclusion of young 
people with learning disabilities in their practices is challenged. Results 
indicate that there are four levels of inclusivity and that inclusion is a process 
with potential for change rather than a static entity. The study identifies six 
indicators of inclusive counselling that are used to build a model for inclusive 
counselling practice: a proactive approach to inclusion; a focus on building 
relationships; operationalising equal opportunities policies; inclusive initial 
assessments; adopting flexible and creative approaches to counselling; and 
training and awareness raising in learning disabilities. 
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Chapter 1: Introduction and Background 
1.1 Introduction 
The truth, however nobly it may loom before the scientific 
community, is ontologically something secondary. Its etemity 
is but the wake of the ship of time, a furrow which matter must 
plough upon the face of essence. Truth must have a subject, 
it must be the truth about something; and it is the character 
of this moving object, lending truth and definition to the truth 
itself, that is substantial and fundamental in the universe. 
(George Santayana, 1942/72: 192, Realms of Being) 
This research study is essentially a search for the truth, the truth about 
something that is continually changing and developing, that is the inclusion and 
exclusion of a certain group of people in counselling. In this study I will take 
things a step further than merely looking for the truth, I will attempt to make 
the truth transparent and available to society and in doing so hope to bring 
about changes in that truth. As indicated by Santayana in the above quote, the 
truth requires a subject; in this case the subject is a disparate group of 
individuals, young people with leaming disabilities. This study is an 
exploration of the emotional and psychological lives of this group of young 
people and the therapeutic counselling help that may or may not be available to 
them. 
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1.2 Researcher's perspective and the research problem 
During my work as a teacher of young people with learning disabilities (aged 
13-19years) at a college of further education, I was approached on many 
occasions by students, their peers, by parents/carers and other professionals 
from education, health, social services, employment services and the criminal 
justice system in their attempts to find some way of addressing the emotional 
distress experienced and /or exhibited by individuals. At that time I found that 
the only forin of psychotherapeutic help available or accessible, if any, was in 
the form of behaviour modification programmes through the local NHS clinical 
psychology department. This observation is substantiated by the literature 
(Royal College of Psychiatrists, 2004; Sinason, 2002; Lindsay, 1999). It was 
apparent to me in my work and relationships with these students that young 
people who have leaming disabilities are individuals, and in common with 
others exhibit psychological, cognitive, emotional, social and sexual needs. In 
my previous research I had found that some of those needs are either denied 
altogether by parents/carers, teachers, society; or were not adequately met 
(Pattison, 1998). 1 also found that these students suffered high levels of abuse, 
particularly sexual abuse. Sinason (2002) suggests that talking treatments, 
leaming disabilities and sexual abuse are all previously taboo subjects that 
would not have been discussed together. 
In recent years there have been moves towards integration or inclusion in 
society of all types of minority groups, the Social Exclusion Unit was set up by 
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the Labour Government, overseen by Anthony Giddens, whose Reith (1999) 
lectures referred to a more integrated and inclusive society. At the same time 
inclusion in education was high on the political agenda, Special Schools for 
children with various disabilities were beginning to close and alongside this I 
was discovering my enjoyment of carrying out research. My passion for 
improving the lives of my students found a home in these events and provided 
me with the motivation to investigate the possibility of improving the level of 
inclusivity in counselling for what I believed to be a marginalized client group. 
In my work with these young people I noticed that the seemed to be more 
marginalised and isolated as they are integrated or included in mainstream 
education or society, often away from their peer groups, their friends who also 
have learning disabilities. In one college of further education in the north of 
England, adolescents with learning disabilities have been observed going to 
great lengths to seek out their peer group, that is, others with the same status 
and perceived value as themselves. In spite of wanting to treat this group of 
people as equitably as other groups of students in further education, this was 
made difficult by the above 'seeking out others like me' process. In 
tutorial/guidance sessions I found that many of this group of young people with 
learning disabilities appeared to have a lack of confidence and low self-esteem; 
and that seemed directly related to the level of intellectual disability and self- 
awareness exhibited by individuals. My observations and experience indicated 
that those people with a low level of cognitive ability coupled with a lack of 
self-awareness seemed to be the most contented or happy; whilst those with a 
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higher cognitive ability and a greater self-awareness tended to show quite 
visibly their unhappiness at being different from others. in other words, those 
with mild to moderate leaming disabilities appeared to have the greatest level 
of emotional and psychological problems (Prosser, 1999). 1 had observed that 
my students seemed more trusting of people and had a certain innocence, 
naivety or lack of awareness of personal risk. It is this vulnerability coupled 
with their need for love, affection and relationships; a need to be prized or 
valued, that led me to believe this client group to be more open to abuse and to 
being involved in relationships where the balance of power is against them. 
The literature confirms that the prevalence of sexual and other forms of abuse 
is higher amongst people with learning disabilities than in the general 
population (Brown, 1995; Buchanan and Wilkins, 1991; Chenoweth, 1996, 
1999; Elvick et al., 1990; Etherington, 2000; Finkelhor, 1986). 
I also found that these young people would play different roles according to the 
situation they were in, for example, at home an individual may be perceived as 
lacking in sexuality, while at college they may be an overtly sexual being. 
Although perhaps all young people might do this to some degree, I felt that it 
was more common in students with mild to moderate learning disabilities, 
along with their apparent need to escape from reality (Rodis et al., 2001; 
Cordoni, 1996). This seems to fit in with Rowan's (1999) idea of sub- 
personalities, that is, individuals being not just one person but many. However, 
my students often seemed get their 'sub-personalities' mixed up and 
subsequently behaved inappropriately in some situations; resulting in 
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marginalisation and exclusion from mainstream college life and peers who 
were of higher copitive ability, or 'nonnal'. 
In my work with young people who have learning disabilities I found that an 
individual's perceptions of self were not always what I would have expected. 
One teenage girl (let us call her Jenny), for example, often appeared to have a 
low self-esteem and a general lack of confidence in social situations, seeking 
reassurance from her tutor frequently. Yet it transpired that another tutor, who 
had known Jenny for much longer, found her to be very confident and self- 
assured. Following several in-depth conversations with Jenny, it transpired that 
she thought of herself as a good singer, but had to keep this to herself for fear 
of appearing too important (or too clever) and losing friends in the process. It 
was interesting that Jenny could be more herself with the tutor she had built up 
a relationship with. The value of building relationships with students linked 
well with my thoughts on counselling and how such interventions may be 
helpful for this client group. In short, my passion for helping this group of 
young people with their emotional difficulties and psychological problems was 
the driving force behind this research study. 
1.3 Aims of the study 
In this study I will examine counselling practices and processes in relation to 
the concepts of inclusion and exclusion of young people with learning 
disabilities, developing my existing ideas and thoughts on the subject through 
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systematic investigation and research. I also intend to explore the possibility 
that whatever the present level of inclusivity, this can be developed and 
increased, suggesting that inclusion may be a dynamic process rather than a 
static entity. I aim to identify ideas and strategies that will increase the 
inclusion of this client group in counselling and gain some knowledge and 
insight into how, where and by whom these strategies might be used, therefore 
quantitative demographic data will be used to identify counsellor variables 
such as: qualifications, practice context and organisational context. The 
existing range and context of inclusion/exclusion will be explored along with 
the potential for increasing inclusion. Counsellors' suggestions and ideas for 
increasing access to counselling and their attempts to include this client group 
will be identified and investigated. The rationale for including this group of 
young people in counselling will be put forward. I also aim to address the issue 
of whether counselling is appropriate for young people with learning 
disabilities and identify related factors. I will explore the notion of the 
I inclusive counsellor' and identify indicators of inclusive counselling practice. 
These will be placed hierarchically, distinguishing inclusion as a process and 
assigning levels of inclusivity to counselling practice. Barriers to inclusion will 
be highlighted and located within counsellors, clients, parents/carers, health 
and social care professionals and/or the system. Strategies and techniques in 
counselling that counsellors find useful in including young people with 
learning disabilities will be identified and along with other variables will be 
used to build a model of good practice in relation to quality, standards and 
models of good practice, which are becoming more important in the move 
20 
towards evidence-based practice in therapeutic situations (Speller and Kelly, 
2003). 
In this study I aim to produce the research base required to contribute to the 
development of a model for good practice in counselling young people with 
learning disabilities with the long-term goal of bringing about positive change 
in counselling practices and processes. The model will have the potential be 
used as a template against which counselling practices and processes can be 
assessed for inclusiveness and further developed. There are several reasons 
why the assessment of counselling practices could be useful. Firstly, there is a 
human rights issue; according to human rights legislation there should be equal 
access to services for all members of society, such legislation includes the 
Disability Rights Commission Act (DfEE 1999) and the Human Rights Act 
(DfEE, 1998). By assessing counselling practices it may be possible to identify 
how inclusive individual counsellors and organisations are and identify ways of 
developing more inclusive working practices. Secondly, recipients of 
therapeutic psychological interventions are becoming increasingly involved in 
their own care (Hawkins, 2003). Community groups are working towards 
increasing the power that clients have in therapeutic settings; for example, 
mental health service user groups are gaining more control over the provision 
of mental health services (Hawkins, 2003). People with learning disabilities are 
being encouraged to speak out and inforra service providers of their needs by 
ish Institute for Learning Disabilities (BILD, organisations such as the Briti I 
2003). Finally, many of the voluntary and charitable organisations that provide 
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counselling in the wider community, such as Cruse and MIND, have to bid for 
funding grants in an increasingly competitive arena. Statutory organisations 
such as Local Education Authorities (LEAs) have joined this arena of 
competitive bidding for funds for projects, for example school counselling 
services. Therefore it may be usefal to have a model for good practice that can 
provide guidelines on how counselling services can be inclusive of diverse 
groups of people. This also seems important in terms of the quality of the 
service is being provided and may be useful to organisations when applying for 
funding in terms of adding value to existing equal opportunities policies. 
1.4 Rationale for the study 
The rationale for including young people with learning disabilities in 
counselling can be found in the literature on human rights, the gaps in existing 
access to counselling services, the high prevalence of mental health problems 
in young people generally and in individuals with learning disabilities, the lack 
of research in counselling this client group and the need for counsellors to 
show that they are not discriminatory in their practices in order to comply with 
anti-discriminatory legislation. 
1.4.1 Human rights and inclusion 
The impetus for this study is provided by the Disability Rights movement, a 
national and international movement working towards the inclusion of all 
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groups of people in society, along with the policies that support and enforce 
inclusion and outlaw inequality and discrimination, for example the Disability 
Rights Commission (DfEE, 1999) and the Disability Discrimination Act 
(DfEE, 1995). These ideals and policies are applicable to the counselling 
profession as service providers. The United Nations Declaration of the Rights 
of Disabled People (1975, section 7.2: 11) states that: 
Whatever the origin, nature and seriousness of their handicaps 
and disabilities, disabled people have the same fundamental rights 
as their fellow citizens of the same age. 
The United Nations Convention on the Rights of the Child (1989, section 27.9) 
states that children with disabilities or difficulties in learning should receive 
'the fullest possible social inclusion and individual development'. The United 
Nations Standard Rules on the Equalisation of Opportunities for Persons with 
Disabilities (1993) calls on all countries to have clearly stated policies on 
inclusion, both social and educational. The Council for Disabled Children in 
the UK (1994, section 9.4.6) agreed a policy statement on inclusion that states: 
Mainstream provision (school) should offer the full range 
of support and specialist services necessary to give all children 
their full entitlement to a broad and balanced education. 
The above may include counselling services as referred to in OFSTED (Office 
for Standards in Education) recommendations (DfES/Tuckswood Community 
First School, 2004) and can be linked to the report by the National Advisory 
Committee on Creative and Cultural Education (1999): 'All Our Futures: 
Creativity, Culture and Education'. This report examines how schools can 
connect with other professionals and organisations in order to develop 
innovative partnerships and help all children to reach their potential. The 
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above report examines education, learning and social progress and emphasises 
the importance of learning about cultural diversity and the rights of all children 
to be helped to reach their full potential. According to this report, social 
exclusion breeds prejudice and inclusion has the potential to reduce fear and 
build friendship, respect and understanding between diverse groups of people 
and individuals. Human rights legislation and policies state that people with 
learning disabilities have a valuable part to play in society and this means 
taking an active part in all aspects of social life (Disability Rights Commission 
Act, 1999). Epidemiological studies also suggest that there is a demand for 
counselling services (Borthwick-Duffy 1994; Department of Health and Home 
Office 1992; Nezu and Nezu 1994; Reiss et al., 1982; Rutter et al. 1976; 
Prosser 1999). It has been shown that counselling within the school context is 
effective for young people (Harris and Pattison, 2004) and can be a way of 
including children with special educational needs (Sinason, 2002). Counsellors 
may need to become more inclusive in their practices in order to meet this 
demand. 
Defining and clarifying inclusion is addressed more fully in the literature 
review (Chapter 3). However, there are difficulties and ambiguities in 
providing a definitive description of the term inclusion. The Centre for Studies 
on Inclusive Education (CSIE) has produced a definition of inclusion in 
relation to learning, which I have adapted for use with counselling as follows: 
Inclusion within a counselling context means that people with 
learning disabilities are able to access mainstream counselling 
services, just like other clients, with support where necessary. 
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For counselling to be effective, counsellors may have to adapt 
the counselling process, learn new techniques, increase 
physical access to include people with multiple disabilities 
and take account of any resource or financial considerations. 
(Adapted from CSIE 'Working Towards Inclusive Education, 2000: 34) 
Furthennore, Visser (1999: 89) provides a definition of inclusion again adapted 
with reference to counselling as follows: 
Inclusion should not be about a place, but about a process 
which enables clients with learning disabilities to receive their 
rights and entitlements. 
This reinforces the idea that inclusion is not just about welcoming people with 
learning disabilities into a counselling service, it is about making the processes 
of counselling accessible also. Do counsellors include young people with 
learning disabilities in their counselling practices? One could hypothesise that 
although there may be some counsellors who provide a service for people with 
learning disabilities, many do not for a variety of reasons. This study highlights 
the exclusive nature of counselling for young people with learning disabilities. 
1.4.2 Access to counselling for young people 
Young people in general may find it difficult to access counselling help 
because of the natural disinclination of adolescents to admit that they have a 
problem (DiGuiseppe et al., 1996; Gil, 1996). The provision of counselling 
services either generally or specifically for young people Is rather patchy, 
depending on the goals and targets of the local authorities, NHS trusts and 
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various charitable organisations in that area. Young people may have access to 
a counsellor in their school, though this would be very unlikely at this point in 
time due to the underdevelopment of school counselling services and the focus 
of educational psychologists on assessment and consultative processes. Out of 
thirty schools that I contacted in 1999 in the north-east of England, only three 
offered counselling to their students on a regular basis, although this figure has 
recently risen to twelve (2004), it means that more than half of the schools 
contacted have no counselling provision. This is at a time when 
recommendations have been made that counselling should form part of 
educational provision for children and young people (DfES, 2004). However, 
progress is being made in the provision of counselling, for example, National 
Children's Homes (NCH, 2004) has piloted a project that involves group 
counselling for children whose parents are separating or divorcing. Moreover, 
Local Education Authorities (Darlington Borough Council, 2004) are 
continuing to develop counselling services for schools. Counselling in 
contemporary society is increasing generally (Future Foundation, 2004) and in 
the past few years there has been an increase nationally in the number of 
schools offering a school counselling service (Baginsky, 2005). The British 
Association for Counselling and Psychotherapy also reports a significant 
increase in the number of counsellors employed directly by schools (BACP, 
2004). Older adolescents who are studying at colleges of further education may 
access counselling through their college counsellor as recommended by 
OFSTED (DfES/Tuckswood Community First School, 2004). However, 
resources are likely to be limited and there may be waiting lists. Those young 
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peop c in te 18-19 years age-group who are in higher education may access 
their university counselling service, such services are generally well-organised 
and well-developed. However, young people with learning disabilities are very 
unlikely to be attending university. Other forms of counselling provision 
include drug and alcohol abuse centres, youth advice centres, youth and 
community projects (e. g. End House, Durham; Streetwise, Newcastle upon 
Tyne) and mainstream services such as Cruse, Rape Crisis, Relate and MIND. 
Some charitable and/or religious organisations also offer counselling help, for 
example, Catholic Care and St. Cuthbert's Care. In this research study I 
examine some of the issues surrounding young people with learning disabilities 
and their access to counselling exploring how organisations attempt to include 
diverse groups of clients and how they can increase their inclusion of young 
people with leaming disabilities. 
Experience is one way of 'knowing' or accessing knowledge, therefore based 
upon my experience as a counsellor, supervisor, teacher trainer and teacher of 
students with special educational needs; it appears that there is a lack of 
awareness and understanding of the issues around learning disability. The 
results of this study will be used to support and challenge my experience. 
Issues have arisen around communication with this client group in counselling 
sessions. Whilst responsible for counselling and training for a branch of Cruse 
Bereavement Care I was asked for advice and training many times in the area 
of learning disability, particularly regarding communication and awareness- 
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raising. 1 also took most of the learning disability referrals, as other counsellors 
were not confident in dealing with these individuals. I continue to regularly 
provide training in counselling people with teaming disabilities for voluntary 
and statutory organisations. A variety of training issues will be identified in 
this study including the nature of the training of training that counsellors want 
or need. Similarly, issues around communication will be investigated. 
1.4.3 Learning disabilities, young people and mental health 
problems 
An increase in mental health problems and the provision of counselling as part 
of an effective range of therapeutic interventions (Harris and Pattison, 2004; 
DoH, 2004) along with the issue of dual diagnosis of learning disabilities and 
mental illness makes it more likely that counsellors will encounter individuals 
with learning disabilities at some point. Counselling and psychotherapy are 
increasingly provided by Primary Care and N-HS Trusts and have been shown 
to be as effective as medication for individuals with mental health problems, 
such as anxiety and depression (DoH, 2001). Young people are particularly 
vulnerable to mental health problems due to the nature of child and adolescent 
development and the stresses placed upon them by society and educational 
processes; counselling is shown to beneficial for a range of related 
issues 
(Orlinski et al., 1994; Maitin et al., 2000). 
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Existing work in the field, such as that carried out by Prosser (1999) provides 
information upon which to build this study. A large proportion of people who 
have learning disabilities have co-existing mental health problems (known as 
dual diagnosis), which even if diagnosed correctly (and there are difficulties 
with diagnosis), there is a lack of services available to provide the required 
psychological care (Prosser, 1999; Lindsay, 1999). Epidemiological studies 
show a higher prevalence of emotional problems in people with learning 
disabilities (Borthwick-Duffy, 1994; Corbett, 1979; Department of Health and 
Home Office, 1992; Iveson, 1989; Nezu and Nezu, 1994; Patel and Goldberg, 
1993; Prosser, 1999; Reiss, 1990; Reiss et al., 1982; Rutter et al., 1976). 
The main causes of mental distress in people with learning disabilities are 
found to be anxiety and depression, conditions that have been made measurable 
by extensive psychometric tests such as those developed at the Adrian Hester 
Research Centre (Prosser, 1999). The prevalence of mental health problems in 
this population is also explored by Lindsay (1999) who suggests that the main 
therapeutic response to their psychological difficulties is a variety of 
behavioural therapies aimed at changing behaviours that are troublesome to 
others, rather than therapeutic help aimed specifically at the individual and 
their problems. Referrals to psychologists by parents, carers and teachers due 
to difficult behaviour is common, teachers find classroom management 
difficult and carers in the community have problems when socially 
unacceptable behaviour is exhibited. Difficult behaviour has been found in 
many cases to be an outward manifestation of internal psychological problems 
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(Lindsay, 1999). However, the principles of behaviour therapy may mean that 
although the symptoms (difficult behaviour) are addressed the underlying 
causes of the presenting difficulties are not dealt with. 
A connection can be made between psychological distress and the proposed 
treatment or helping strategies. Examining the efficacy of particular therapeutic 
approaches to psychological problems can make this connection. However, as r 
previously stated, effectiveness of counselling appears to be based upon a 
relationship of wannth, respect and understanding with the client rather than on 
particular models or approaches (DoH, 2001). This study includes an 
examination of counsellors' main theoretical approach and how inclusive of 
young people with leaming disabilities that particular approach appears to be. 
A recent systematic review of the research literature on counselling children 
and young people highlights the absence of efficacy and outcome studies 
specifically with young people with learning disabilities (Harris and Pattison, 
2004). 
Pharmacological approaches to psychological problems have grown both in the 
range and volume of chemical preparations available to the medical profession 
for the treatment of conditions such as depression and anxiety in individuals. 
Traditionally, pharmacological preparations have been used to control difficult 
individuals, largely people with mental health problems and those with 
troublesome behaviours due to learning disabilities or emotional problems 
(DoH, 2003). However, many of the serotonin re-uptake inhibitors are 
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unlicensed for use with the under eighteens and are under review (DoH, 2003). 
The issue of learning disabilities and social control is discussed in the literature 
review along with the part that counselling may play in this control. Prosser 
(1999) explores the problem of dual diagnosis and highlights the difficulty of 
fitting individuals into diagnostic categories, a process that appears to be 
necessary before therapeutic help can be made available, particularly within the 
health and social services. 
This study will identify three main approaches to counselling that are more 
inclusive of young people with learning disabilities, person-centred, 
psychodynamic and integrative. However, I acknowledge that many 
counsellors do not use a pure approach to their counselling work, preferring to 
draw upon other approaches for useful techniques and strategies (Mellor-Clark, 
2000; Egan, 2001; Nelson-Jones, 1997; Gilmore, 1973). 1 am also aware that 
the self of the counsellor is also a variable that may not be adequately 
addressed (Smail, 2001). Counselling organisations such as the British 
Association for Counselling and Psychotherapy (BACP) and various training 
courses/organisations have given attention to this phenomenon, for example, 
the Centre for Studies in Counselling (CESCO, 2003). 
It has been highlighted in studies on effectiveness and efficacy of counselling 
that it is not the particular theoretical approach or model that is important but 
the relationship provided by the counsellor to the client (DoH, 2001). The 
description of the type of relationship found to be necessary for therapeutic 
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change seems remarkably similar to the core conditions described by Rogers 
(1962). Although it has been suggested that any appropriate psychological 
therapy may be used, I believe person-centred counselling to sit more 
comfortably with the research findings regarding the proffered therapeutic 
relationship, holding the central tenet that the relationship is the most important 
factor in therapeutic change (DoH, 2001). However, the research on efficacy 
highlights that, in opposition to Rogers' view that the core conditions are 
'necessary and sufficient' for therapeutic change, techniques are also required 
(McGuiness, 1998; Nelson-Jones, 2003,1997,1982; Rogers, 1962). This study 
identifies some of the approaches, techniques and strategies found by 
counsellors to be appropriate and effective when counselling young people 
with learning disabilities. The most inclusive counsellors identified in this 
study use a variety of creative techniques, place emphasis on the therapeutic 
relationship, simplify their language and pay more attention to non-verbal 
communic ion. 
My experience of counselling young people with learning disabilities indicates 
this client group can find counselling useful and that individual clients often 
work very hard in the counselling process. However, the results of this study 
also support my professional experience of counselling not being appropriate 
for all individuals with learning disabilities. Anecdotal evidence from 
counselling colleagues and the literature on learning disabilities points to a 
need for the provision of counselling services for these young people due to the 
quite difficult and damaging experiences many of them have undergone, for 
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example, persistent bullying and low self-esteem Vic and Igric, 2001). 
According to (Chenowith, 2002,1999; Brown et al., 1999; Elvick et al., 1990; 
Finklehor, 1994; Buchanan and Wilkins, 1991) people with learning 
disabilities are more vulnerable to abuse, particularly sexual abuse due to their 
cognitive difficulties and lack of social awareness. 
Young people, (for the purposes of this study aged between 12-19 years 
inclusively), are likely to be undergoing huge changes in three main areas of 
their development: physical, psychological and social. Research shows that 
dramatic changes in a person's life can contribute significantly to the 
development of mental health problems, such as depression (Etherington, 
1995; Furey, 1994; Sobsey, 1994). Young people are more likely to be prone to 
rapid mood swings, emotional and psychological difficulties and crises of 
identity (Steinberg, 1993; Vecchio, 1991; Ebata et al., 1990; Grans, 1990). 
Added to this are the problems often associated with relationships, particularly 
with parents and other authority figures. 
The need for the provision of counselling services has been responded to by 
national organisations such as: Barnardos (Montgomery-Devlin, 2004), 
National Childrens' Homes (2001) and Cruse Bereavement Care (2004). Many 
local authorities, charitable organisations and NHS trusts now make 
counselling available at centres specifically for young people, for example, End 
House in Durham City and Streetwise in Newcastle upon Tyne. Schools are 
increasingly recognising the need for counselling for their students and the role 
33 
of the school counsellor is developing (Darlington Borough Council, 2003). 
My professional experience as a teacher, counsellor and health visitor leads me 
to believe that young people with learning disabilities are in a particularly 
vulnerable position regarding the development of emotional, psychological or 
mental health problems. They may be experiencing all of the difficulties 
associated with adolescence, coupled with the extra risk factors related to their 
learning disability. My review of the literature reveals that a significant 
proportion of these young people will also have a physical disability that 
affects the quality of their life. This may further increase the likelihood of 
developing psychological problems, for example, low self-esteem, lack of 
confidence, anxiety and depression (Prosser, 1999; Lindsay, 1999). 
1.4.4 Evidence-based practice and a model for inclusive 
counselling practice 
Counselling and psychotherapy are established forms of interventions for 
people with emotional and mental health problems and as such are included in 
the Cochrane database that serves to evaluate research evidence constituting 
best practice based on the NHS Cochrane Collaboration criteria and guidelines 
(Clark and Oxman, 2003). The British Association for Counselling and 
Psychotherapy publishes a regular research journal (CRJ) in an attempt to 
reduce the gap between research and practice and promote practice based on 
research evidence. 
34 
My intention is to add to the evidence-base and begin the process of 
developing a model for good practice in relation to counselling young people 
with learning disabilities. It was highlighted at the BACP research conference 
(May, 2003) that the use of mixed methodologies might help counselling 
research to move forward. This study incorporates quantitative methods, 
including a survey to generate demographic data and counsellor/practice 
characteristics along with qualitative interviews to obtain the views and 
perceptions of individual counsellors. The qualitative information is collected 
in order to enrich and triangulate the survey data. The resulting data are 
analysed and used to develop a model for inclusive counselling practice with 
young people who have learning disabilities. Experienced counsellors will 
review the resulting model and although outside the scope of this study, I 
intend to operationalise the indicators of inclusive counselling practice and 
develop an assessment and auditing tool for use with individual and 
organisational counselling practices. The results of a pilot study using this tool 
will be presented to the research and practitioner community at a later date. 
1.4.5 Defense against litigation and accusations of discrimination 
Although the preservation and development of human rights is the main issue 
in promoting the inclusion of young people with learning disabilities in 
counselling, it appears increasingly important for counsellors to demonstrate 
that they are working inclusively. The Disability Rights Commission Act 
(WEE, 1999) was introduced to support and help to enforce the Disability 
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Discrimination Act (DfEE, 1996), which states that people with disabilities, 
including learning disabilities, cannot be discriminated against in the provision 
of services. The Act proposes that service providers should audit their own 
practice for evidence of inclusion and where this is found lacking provide 
evidence that steps are being taken to address the relevant issues. Failure to 
comply with the law could result in punitive action through the court system. 
The Disability Rights Commission Act (DfEE, 1999) makes provision for 
service users to follow a complaints procedure with support from the 
Commission, which consists of members from diverse groups of disabled 
people. A person with learning disabilities was appointed as the first 
representative on the Commission, and the Guardian newspaper described this 
a breakthrough for people 'who were formerly marginalised as mentally 
handicapped' (Brindle, 2000). My professional experience and infonnal 
discussions with counsellors indicate that physical disability is more likely to 
be addressed in tenns of access to counselling services than learning disability. 
This results in the provision of loop systems for those clients with hearing 
difficulties, ramps for wheelchair users, signs written in Braille for those with 
visual impairment but demonstrates a lack of training and awareness of the 
diverse needs of individuals with learning disabilities. 
1.5 Research questions and the research process 
Can counsellors make their practices and processes more inclusive 
of young people with learning disabilities? 
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The main research question above produces the hypothesis that counsellors are 
'A Ible to and are motivated towards making their practices more inclusive of 
young people with learning disabilities. I will also find it useful to address the 
null hypothesis that counsellors are not able or motivated to increase the level 
of inclusion in their practices and processes. In order to test these hypotheses it 
will be necessary to look closely at what the current situation is regarding 
counselling provision for this group of young people. Examples of the 
inclusion of young people with learning disabilities in counselling will be 
extracted from data collected in a survey of counsellors listed in the BACP 
Directory (2001), interviews with counsellors and group work. Examples of 
how these young people are included in counselling, with the identification of 
strategies, policies, techniques and approaches most likely to be associated 
with inclusive counselling practices will be identified and examined closely in 
relation to the existing bodies of knowledge and theory. The characteristics of 
the more inclusive counsellors, psychotherapists and organisations will be 
explored. This study will identify who counsels young people with learning 
disabilities, where counselling takes place and the counsellors theoretical 
approach to counselling. Training issues will be identified along with the r- 
impact that counsellors' previous training has upon the inclusivity of their 
counselling practices. This research builds upon work carried out by Lindsay 
(1999) in the field of emotional disorders in people with learning disabilities 
and the therapeutic help that psychologists can provide. Prosser's (1999) work 
on the mental health needs of people with learning disabilities and the 
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problems of detection and diagnosis of mental health problems similarly 
infonns the study. 
Why should counsellors include young people with learning 
disabilities in counselling? 
This key question focuses on four main reasons why counsellors should 
include this group of people in their counselling practice: human rights; the 
prevalence of mental health problems in young people with learning 
disabilities; education, learning and social progress; and finally, to defend 
counsellors against litigation and accusations of discrimination. According to 
national and intemational legislation, all human beings should have equal 
rights to the provision of services and membership of the same groups. 
Segregation restricts those rights and limits opportunities for achieving full 
potential, legislation in relation to human rights includes: United Nations 
Declaration of the Rights of Disabled People (1975), United Nations 
Convention on the Rights of the Child (Article2,23,1989), United Nations 
Standard Rules in the Equalisation of Opportunities for Persons with 
Disabilities (1993), Council for Disabled Children (1994), Disability 
Discrimination Act (DfEE, 1995), Disability Rights Commission Act (DfEE, 
1999), Human Rights Act (DfEE, 1998), and various European Union 
directives. 
1.6 Summary 
This chapter has provided background and context to the research study, 
opportunities to examine my own perspective as researcher and how my 
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research interests have developed. The stated aims of the research: to examine 
counselling practices in relation to the concept of inclusion and explore the 
potential for increasing the inclusivity of counselling in relation to young 
people with learning disabilities have been outlined and I have put forward the 
rationale for increasing the inclusion of this group of clients in counselling. 
Human rights; the nature of young people, their issues and access to 
counselling; increased levels of mental health problems in the learning disabled 
population; and the movement towards evidence-based practice and the 
development of a model for good practice have been introduced. I have 
highlighted the need for counsellors to defend themselves against potential 
litigation and accusations of discrimination by providing more inclusive 
counselling services for this client group and stated the questions that will drive 
the research process. The next chapter forms the first of three literature review 
chapters and explores the nature of learning disabilities. 
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Chapter 2: The Nature of Learning Disabilities 
2.1 Introduction 
The results of this study will highlight how some of the characteristics of 
young people with learning disabilities impact on the appropriateness of 
counselling as an intervention and on the client's engagement with the 
counselling process. The nature of learning disabilities has implications for the 
potential of increasing inclusivity in counselling and the ways in which 
counsellors may need to adapt their practices in order to include individuals 
who have diverse learning disabilities. The nature of the client's learning 
disabilities may also determine techniques and strategies to be used or how 
counselling may be adapted to the individual's needs in order to include them 
in the process more fully. Therefore, in this chapter I explore the notion of 
learning disabilities, looking at several aspects, including social history and 
background; the nature of people with learning disabilities and features of the 
condition. I examine causes and effects of learning disabilities, along with 
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assessment and classification of the condition and how these issues may impact 
on therapeutic counselling interventions today. I attempt to define learning 
disabilities in spite of the amorphous and diverse nature of the condition. I use 
examples from my work as a teacher of young people with special educational 
needs and my counselling practice. Permission to use this material has been 
given by students, clients and their parents and any identifying characteristics 
have been changed or removed. 
2.2 Social History and Background to Learning Disabilities 
In this section I explore the historical perspective of learning disability; how 
individuals have been viewed; the language used to describe them; their social 
circumstances and the ideologies, policies and legislation that form the social 
history of learning disability. My intention is to add context to the lives of 
young people with learning disabilities in contemporary society in order to 
enrich the debate on counsellors' abilities to include such people in 
counselling. Some of the language used in this section is controversial, 
politically incorrect in contemporary western society and may appear abusive 
in nature. I make no apology for this; it is a reflection and an indication of the 
historical background of learning disability. 
2.2.1 Introducing the trans-historical idiot 
Throughout history people with learning disabilities have stood out as being 
different. Goodey (1996: 93) poses the question: 
Is there such a thing as a concept of a trans-historical idiot? 
A 'type' from past cultures that we recognize as learning disabledT 
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The evidence does seem to indicate such a concept exists. 'Fools' were 
documented as early as the 13 th Century (Neugeberger, 1996), followed by 
'idiots' in the 15 th Century. There does appear to have been consistency down 
the centuries in basic tenninology and definitions of learning disabilities. It 
appears that definitions, or rather the nomenclature that provided definitions in 
history, have become terms of abuse in more recent years, for example, fool, 
cretin, moron, and imbecile. These terms have been replaced by such terms as: 
intellectually challenged, developmentally retarded and differently-abled. For 
example, in 1994 the Spastic Society changed its name to SCOPE because the 
term spastic had become abusive (Davies, 2003). 
In the 17tn Century the notion of religion was applied to people with learning 
disabilities. Calvinists defined them as non-human, or beasts due to their lack 
of intellect. The basic tenet for this argument rested upon the belief that the 
( all-perfect God' would not have created non-human humans, that is, people 
who had little intellect (Goodey, 1996). This appears to support Goodey's 
notion of a trans-historical idiot. It is this same lower intellect that provides the 
basis for defining learning disabilities today through the Diagnostic Statistical 
Manual Fourth Edition (DSM-FV, American Psychological Society, 1994) and 
the International Classification of Diseases, 1 Oth Edition (ICD-10, World 
Health Organisation, 1996; British Psychological Society, 2000). Lack of 
intellect has led to the eventual segregation of people with learning disabilities 
and their exclusion from mainstream society, culminating in the eugenics 
movement of the early part of the 20th Century and attempts to remove what 
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were thought to be threats to society. Counsellors today are expected or 
encouraged to include in their practices a group of people who have been 
excluded, rejected, ridiculed and often feared for centuries. Is this is too much 
to expect of them? Perhaps knowledge of the history of learning disabilities 
may help them to be more aware, therefore more inclusive, not to replace the 
phenomenological world of the contemporary client in therapy, rather to enrich 
it and contextualise some of the issues. The results of this research study seem 
to validate this notion; counsellors have indicated that they would be better 
equipped to include this group of people in their practices if they had some 
knowledge and training to increase their awareness of learning disabilities. 
Earlier in history (15 Ih/ 16 Ih/ 17 th Q nomenclature in relation to intellect defined 
the individual as intellect does in contemporary society. Lower intellect 
remains a problematic aspect of learning disabilities, both for the individual 
who may struggle to perform at the level expected of him/her (School 
Assessment Tests in the education system) and for society in attempting to 
provide for his/her needs against a backdrop of achievement and meritocracy. 
For the individual this may translate into low self-esteem and lack of self- 
worth, the highest value recognized in contemporary society is given to a 
quality that these young people do not possess in sufficient quantity - intellect. 
The present education system, in spite of inclusion policies, appears to 
perpetuate low self-esteem in children and young people with learning 
disabilities, the value system being evermore achievement driven. It seems 
more likely therefore that young people with learning disabilities would require 
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counselling as a therapeutic intervention. Although, according to Morrall 
(1998), mental health interventions could be seen as a form of social control. 
According to Dumbleton (1998), terminology has gradually narrowed the focus 
from the whole person 'he is an imbecile' to a particular aspect of the person 
'he is mentally retarded' (the mind is affected). One can now focus on 
particular aspects of the mind thereby narrowing the field yet further, for 
example learning disabilities or even specific learning disabilities, to indicate a 
particular problem with literacy or numeracy (dyslexia/dyscalcula). 
Professional jargon has moved away from nouns (idiot, fool) to adjectives such 
as: mentally defective and feeble-minded, describing general mental and moral 
dysfunction (Mental Deficiency Act, 1913). This Act had a category, moral 
defectives, due to the belief that conscience and morality were considered 
higher functions of human beings, therefore not part of the psyche of the 
'mentally subnormal'. Regarding nomenclature, in the USA in the early 1900s 
the term feeble-minded was used as a generic term for learning disabilities 
(Dumbleton, 1998). The term moron was introduced around the same time by 
the Greek professor, J. C. Hutchinson whilst sitting on a committee developing 
a categorization of people with learning disabilities (Spector and Kituse, 1977). 
2.3 Definition, classification and epidemiology of learning 
disabilities 
By examining the language and nomenclature used in connection with learning 
disabilities, attempting to define the condition and look at classifications and 
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identify the extent of learning disabilities in the population I intend to provide 
greater clarity on the subject. 
2.3.1 The terminology of learning disabilities 
'Feeble-minded, mentally deficient, cretins, mentally retarded, slow, thick, soft 
in the head'; these are some of the words or phrases that I have heard used to 
refer to individuals who have learning disabilities. The above ternis have 
usually been adopted in ignorance of the more politically correct terms, rather 
than as forms of abuse. However, any terminology that has its roots in the past 
seems to sound or appear abusive or disrespectful towards this group of people 
because of the connections that can be made with past ways of dealing with or 
caring for those with learning disabilities. 
The tenninology used to describe or categorize people with learning 
disabilities or leaming difficulties varies globally, with the tenn leaming 
disabilities being the label that is most widely used in Britain (BPS, 2000) by 
professionals in education, health and social care, the legal system and policy 
makers. Historically, terminology has changed according to the various 
legislation and social policies of the time. The term learning 
difficulties/disabilities is applied to individuals who have a cognitive 
impairment that in some way negatively affects their ability to learn (BPS, 
2000). The type of person labelled in this way may vary from having difficulty 
with numeracy and/or literacy to having more complex difficulties as ascribed 
to some of the genetic syndromes. The terminology used to define this group of 
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people varies in Britain between the lay population and professionals, with 
historical terms that professionals and practitioners now regard as disrespectful 
or politically incorrect, such as mental handicap, mental sub-non-nality and 
mental retardation still in use amongst some members of the general population 
and in legislation such as the Criminal Evidence Act (DFES, 1984); the Youth 
Justice and Criminal Evidence Act (DfEE, 1999) and the Criminal Justice and 
Public Order Act (DfES, 1994). This can cause difficulties when working in an 
international context because the various tenninologies are applied differently 
in other countries. For example, in North America, legislation refers to people 
with learning disabilities as being mentally retarded, a term that deeply offends 
clients and their carers in Britain (CPS, 2003). In Britain the term leaming 
difficulties can also apply to people with forms of dyslexia, although in these 
cases the word specific is most often used as a prefix to signal differentiation 
(APA, 2004). The Education Act (1995) states that individuals who have 
difficulties in learning that are proportionately greater than the majority of 
children of the same age can be said to have learning disabilities. 
Having explored the social history of learning disabilities it is apparent that 
chronology has made an instramental contribution to how the condition of 
learning disabilities is diagnosed, defined and classified in contemporary 
society. How do we know an individual has learning disabilities? How do we 
differentiate between learning disabilities and other psychological, physical or 
neurological conditions? Why do we need to know? These are some of the 
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questions that I will address in this section, beginning with the process of 
defining learning disabilities. 
2.3.2 Defining and classifying learning disabilities 
Through a scoping search of the literature I have identified several major 
sources of infonnation regarding the definition and classification of learning 
disabilities. The British Institute of Learning Disabilities (BILD, 2003) refers 
to definitions provided by the World Health Organisation, MENCA-P, the 
Department of Health, the American Association on Mental Retardation 
(AAMR), the criminal justice system (including the Sexual Offences Act, 
1956,1967) and the Social Security Benefits Agency (includes the Registered 
Care Homes Act, 1984) and the Direct Payments (Community Care) Act, 
(1996). Psychologists also identify, define and classify learning disabilities 
through the process of psychometric testing. Mental health remains 
inextricably linked with learning disabilities and is covered by the Mental 
Health Act (1983). WHO provides a hierarchy of formal classification for 
learning disabilities in the form of ICD- 10 (1996) as does the DSM-IV (1994) 
and a variety of locally devised manuals based on these. The International 
Classification of Functioning and Disability (WHO, draft 1999) serves to 
categorise the affects of learning disabilities on individuals within a variety of 
domains including intellectual, physical and social. In my previous roles, firstly 
as a health visitor, then a teacher of young people with special educational 
needs I could see some of the positive results of diagnosing and classifying 
individuals with learning disabilities, whilst being aware of negative effects as 
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described by Goffinan, (1963). For example, when it became obvious to me in 
my observations as a health visitor that certain infants were not achieving their 
developmental milestones appropriately or were showing physical or 
behavioural problems, parents seemed to desperately seek a diagnosis. As 
distressed though they may be by the eventual diagnosis they also displayed 
obvious relief claiming that they could deal more easily with what they knew, 
the solid, the definitive, the reliable information they had from the medical 
experts and psychologists. The diagnosis potentially opened up a new world of 
resources, medical and social care and support from charitable trusts, voluntary 
organisations and support groups formed by families whose children were 
affected by similar conditions. This appears to be a form of inclusion through 
exclusion, these infants were different, they were not like not like other babies 
and young children in some fundamental way and parents would describe to 
me their sense of isolation and exclusion fTom mainstream parenthood. This 
exclusion appeared to me to sometimes be a form of self-exclusion, caused by 
feelings of being different, not necessarily enforced exclusion by other parents. 
Parents also told me how they had searched until they found other parents with 
similarly affected children. As a health visitor I facilitated this process, 
supporting parents in their search. I now question this practice; did I do the 
right thing? Or did I really facilitate what now appears to be social exclusion 
and participation in marginalised minority groups? Similarly, as a special 
educational needs (SENs) teacher I facilitated the transition from school to 
college (further education), from college to the workplace or adult training 
centres. I bore witness to the developmental processes involved in these 
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transitions, from children to adolescents, from adolescence to young adulthood. 
The labelling process seemed necessary once again in order to access services, 
support and financial benefits. In such ways the diagnosis and classification of 
learning disabilities seems to be necessary and can have benefits for the 
individual and their families. 
My further studies of the social sciences, particularly sociology, introduced me 
to a different perspective, the potentially negative effects of labelling on groups 
and individuals, marginalisation, disaffection and social exclusion (Goffman, 
1963). As a counsellor, through my relationships with clients with learning 
disabilities, I have become more aware of the complexity of the whole process 
of diagnosis, classification and labelling and how these processes impact on the 
inner and outer lives of individuals. The meeting of theories and practices, the 
inherent ambiguities and paradoxes and the deep feelings that my relationships 
with clients engender in me provide me with ongoing material for reflection, 
personal and professional development. 
I can identify similar ambiguities and some acknowledgement that there are 
different ways of viewing the same phenomenon (leaming disabilities) within 
WHO's document ICDH-2 (International Classification of Functioning and 
Disability-2, draft 1999). This document examines the two theoretical 
polarities of the medical and social models of disability (WHO, 1999: 25), 
stating that: 
ICDH-2 is based on an integration of these two extreme 
models ......... 
ICDH-2 attempts to achieve a synthesis thereby 
providing a coherent view of different dimensions of health at 
biological, individual and social levels. 
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Regarding classification a claim is made in ICDH-2 (1995: 195) that: 
ICDH-2 is not a classification of persons at all. It is a 
classification of people's health characteristics. 
began my search for a definitive description of learning disabilities by 
examining the global classification document ICD- 10 Guide for Mental 
Retardation (WHO, 1996). ICD-10 provides categories for the majority of the 
world's recognised diseases and conditions, describing learning disabilities 
(mental retardation) as: 
.... a condition of arrested or incomplete development of the mind, 
which is especially characterised by impairment of skills manifested 
during the developmental period, which contribute to the overall level 
of intelligence, i. e. cognitive, language, motor and social abilities. 
Retardation can occur with or without any other mental or physical 
disorder. 
(WHO, 1996: 1) 
The same document states that people with learning disabilities often have 
multiple problems and that one diaposis is usually not sufficient. Therefore, a 
set of categories for diagnosis grouped under the following five headings are 
used, with one individual being expected to have several diagnoses across the 
following five axis (WHO, 1996, unnumbered introductory pages): 
Axis I Severity of retardation and problem behaviours. 
Axis 11 Associated medical conditions. 
Axis III Associated psychiatric disorders. 
Axis IV Global assessment of psychosocial disability. 
Axis V Associated abnormal psychosocial situations. 
Caution is advised in diagnosis due to the difficulties frequently encountered in 
communicating with individuals during the assessment process. The ambiguity 
and difficulties surrounding the definition and classification of leaming 
disabilities has been reflected in my increasing frustration and growing sense 
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of failure in researching and writing up my thesis. I felt as if I would never be 
n'k able to produce a piece of research that is conceptually viable, robust, 
authoritative and yet able to be operationalised enough to provide results that 
were useful to counsellors in their therapeutic work with clients. The following 
two statements made in a NHS Health Bulletin (DoH, 2002: 1) sum this up: 
The field of intellectual disability continues to be plagued with 
inconsistent, uncritical and unscientific terminology, apparently hiding 
lax conceptualisation. ... classification of intellectual disability is a 
complex and confused area. 
Although the World Health Organisation recommends that leaming disabilities 
be diagnosed and classified using the above axis relating to the five domains of 
intelligence, behaviour, physical health, mental health and psychosocial 
aspects, the diagnosis most frequently used by professionals in the field of 
medicine, psychology and psychiatry is the DSM-IV (1994). DSM-IV provides 
a coding system based upon IQ testing and unspecified assessment of adaptive 
functioning. The IQ test classification is presented below (DSM-IV, Codes 
317-319): 
317 Mild mental retardation IQ level 50/55-70 
318 Moderate mental retardation IQ level 35/40-50/55 
318.1 Severe mental retardation IQ level 20/25-35/40 
318.2 Profound mental retardation IQ level below20/25 
319 Mental retardation: severity unspecified (untestable by standard 
tests) 
Diagnosis using DSM-IV criteria also depends upon the presence of learning 
disabilities before the age of eighteen years, thereby excluding those 
individuals who have degenerative brain disease or have been involved in 
accidents or other brain damaging incidents. My professional experience 
regarding the classification of learning disabilities is that the child is labelled 
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rather than the condition, going against the guidelines of the World Health 
Organisation (ICD-10,1996). The child, who has generally been diagnosed 
following ongoing academic or social problems at school, may be referred to as 
severely disabled or moderately leaming disabled, for example. The Bntish 
Institute of Learning Disabilities (BILD, 2003) suggests that psychometric tests 
should be used with caution, that they are open to misinterpretation and that 
that factors other than leaming disabilities may affect results, for example, 
psychiatric illness or drug misuse. My experience of working with young 
people taking anti-convulsant medication and those using cannabis excessively 
leads me to believe that although an individual may have functional learning 
disabilities and fulfil the IQ test criteria of two standard deviations or more 
below the norm, they do not necessarily have learning disabilities according to 
the DSM-IV diagnostic caveat 'present since childhood'. The confusion 
regarding definitions of learning disabilities seems in part to have its roots in: 
a) conceptual or explicit understanding of the construct and 
b) operations or procedures through which the construct can have 
practical meaning and utility. 
(Hammill, 1993: 86) 
The heterogeneity of individuals with learning disabilities makes 
a definitive description and definition fraught with difficulties for 
those requiring clarity and potentially leads to frustrations and 
ambiguities. 
(Hammill, 1993: 84) 
Information relating to the prevalence and epidemiology of learning disabilities 
is similarly difficult to evaluate due to the varied terms used in the literature 
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2.3.3 Prevalence and epidemiology of learning disabilities 
Following my exploration of how individuals with learning disabilities are 
identified and diagnosed it seems useful to look at how many individuals may 
be affected in relation to the general population and from social, economic and 
geographical perspectives. If mental health problems are more commonly 
found in people with learning disabilities (Lindsay, 1999) it may be helpful to 
have some idea of the size of the problem. The notion of chronology was 
introduced in the section about social history. Is there an aspect of chronology 
related to the prevalence and epidemiology of learning disabilities? In previous 
decades Zill and Shoenborn (1988) found that developmental, learning and 
behavioural disorders were amongst the most prevalent conditions in young 
people, with 3: 10 male adolescents having experienced one of these disorders. 
Although Zill and Shoenbom (1988) suggested that 6.5% children aged 3-17 
years had learning disabilities, there are two main difficulties with these 
findings. Firstly, there is a problem with classification (confusion over 
diagnosis) and terminology of learning disabilities. This study was carried out 
in the USA where the terminology of leaming disabilities includes such 
conditions as dyslexia. The figures did not separate physical growth delays 
from cognitive developmental delays and disorders; therefore it is difficult to 
get a clear picture of the situation. Secondly, Zill and Shoenbom (1988) 
suggest that their figures represent an underestimation of the true situation 
regarding the prevalence of learning disabilities. An indication that the authors 
were right in suggesting an underestimation is to be found in an 
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epidemiological report (Centre for Disease Control and Prevention, Morbidity 
and Mortality Weekly Report, 2001: 463-5) produced in the USA. This 
highlights Down syndrome as the most commonly identified cause of learning 
disabilities with a prevalence of 1: 800 live births and consistency across all 
racial and social groups. A review of epidemiological surveys of autism 
(Fombonne, 1999) has also provided significant findings. Around 80% 
individuals with autism also have some degree of intellectual impairment and 
1-9: 1000 individuals have some fonn of pervasive developmental disorder, a 
figure described by the author as being 2-3 times higher than the rate for 
autism. The male/female rate for autism is 3.8: 1 (Fombonne, 1999: 783). 
The very nature of leaming disabilities and difficulties in diagnosis and 
classification, along with ambiguous terminologies has impeded my search for 
clarification regarding prevalence and epidemiology. Moreover, I have found it 
difficult to get a clear picture from the fragmented information and data on 
individual conditions associated with learning disabilities. The results from a 
range of studies from across the world can help towards gaining clarity. For 
example, Smith-Magenis syndrome has a prevalence of 1: 25000 live births, 
this can be added to the prevalence of autism, Down syndrome and others (Di 
Cicco et al., 2001). A survey carried out in Thailand (Thavichachart et al., 
2001: 118-26) using DSM-IV (1994) and the Composite International 
Diagnostic Interview tool (CIDI, Version 1.1, WHO, 1993) gives a prevalence 
of 1.8% population. The Global Burden of Diseases document (Murray and 
Lopez, 1996) proposes a high prevalence of conditions associated with learning 
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disabilities. Environmental and geographical factors can have a profound 
effect on the prevalence of learning disabilities, for example, iodine deficiency 
in pregnant women can cause neuro-psycho-intellectual impairment in the 
unborn child (Glinoer, 2001). Some geographical areas are naturally lacking in 
the mineral iodine whilst in situations of poor diet, for example, in areas of 
socio-economic deprivation and special populations such as refugees, iodine 
deficiency is more likely (Glinoer, 2001). This may have implications for the 
provision of psychotherapeutic interventions in such populations. The higher 
prevalence of children with learning disabilities at schools in socio- 
economically deprived areas is well documented (Hood, 2001). Such children, 
their families and communities have to cope with the problems and difficulties 
associated with events outside of their immediate control. Smail (2000,2001, 
2002) provides a commentary on the power of the individual in society and 
Morrall (2000,2001) examines the discourse around social control in relation 
to mental health services. 
2.4 Features of Learning Disability 
In this section I focus upon some of the features that signal in various ways to 
others that certain individuals may have learning disabilities. These are the 
features that group individuals together, yet they can also be seen as divisive 
and have the potential to set the person apart from the rest of society because of 
the emphasis on differences. The generic term, learning disabilities, is most 
often related to a set of features including physical signs and symptoms, 
psychological aspects, educational indicators and social concomitants. 
However, my experience as a counselling supervisor highlights the difficulties 
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that some counsellors have in recognising that their client has leaming 
disabilities. Anecdotal evidence from counsellors whom I supervise is that 
although counsellors engage with clients as individuals they sometimes fail to 
notice other characteristics, only becoming aware of the possibility that a client 
has learning disabilities when there are difficulties with communication. 
Although the term 'leaming disabilities' may be viewed as a label, which may 
in itself be socially discriminating (Brunton, 1997), steps may be taken to 
address the difficulties rather than believing the client to be 'in denial', 
'blocked', 'depressed' or 'lacking motivation to change'. 
2.4.1 Physical signs and symptoms 
The individual with learning disabilities may be visibly identifiable through the 
presence of certain physical features such as facial dysmorphism, a term used 
with reference to a facial form that is different to the nonn. Leaming disability 
is not a disease; rather it is a sign or symptom of a specific syndrome or 
condition that is either medically or socially identifiable. Therefore, facial 
dysmorphism or facial features that appear somewhat unusual may be the first 
indication that a person may belong to the section of society said to have 
learning disabilities. Conditions linked to an abnon-nal X-gene such as Down 
syndrome are usually immediately recognisable in young people by their facial 
features (at least in Western society), namely, a short, flat face with a broad 
nasal bridge and large mouth (Vitale et al., 2001; Fichera et al., 2001). A 
counsellor faced with such a client would instantly recognise that they were 
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dealing with someone who had a learning disability, although physical 
appearance would not necessarily indicate to the observer the degree of 
cognitive impairment. Neverthelessý there are cultural differences in facial 
morphology. Some ethnic groups such as those from the Far East and South 
East Asia have as their non-nal facial characteristics those features that may be 
indicative of Down syndrome in the Western world. In fact, Down syndrome 
until recent years was referred to as Mongolism because of these very features. 
Some conditions, for example, Cohen's Syndrome, have characteristic facial 
features with accompanying medical conditions of ear infections and sinusitis, 
which may result in varying degrees of hearing impairment. Dysmorphism 
means that a young person looks different to their peers, particularly difficult at 
a time when the adolescent urge to belong is likely to be at its strongest. This 
may cause problems with self-esteem, confidence and identity, which may be 
explored in counselling. Disfigurement, for example, the skin tumours of 
Tuberous Sclerosis can be a source of concern for the individual causing low 
self-esteem, lack of confidence and a tendency to withdraw from social 
contact. The facial dysmorphism of Down syndrome can cause functional 
disabilities in the forin of speech defects caused by a large tongue (Vitall et al., 
200 1; Fichera, 2002). Examples from my counselling practice suggest that such 
functional difficulties can be a barrier to effective communication, unless time 
is taken to allow clients to express themselves. However, the trend towards 
brief therapy, with six sessions being offered by service providers such as NHS 
Trusts and Primary Care Trusts (DoH, 2001), may be excluding young people 
with learning difficulties from counselling. The results of this study will 
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highlight lack of time as one of the significant barriers to inclusive counselling 
practice. 
In some cases the use of a third person as a sign language interpreter may be 
necessary, raising issues in counselling such as confidentiality and privacy but 
also cost. Di Cicco et al., (2001) refer to voice, vocal cord and speech defects 
in relation to facial dysmorphism and sometimes a distinct lack of speech. It 
may be of use to counsellors to know that there is a lack of speech due to 
physical abnormalities rather than making an assumption that a client has 
language delays due to intellectual impainnent or autism. These conditions 
may determine the effectiveness or appropriateness of counselling for 
individual clients. Suggestions have been made by counsellors in the data 
collected for this study to the need for counsellors to liase with clients, parents, 
teachers and carers in order to obtain information about the client and their 
most effective means of communication (when appropriate and with the 
client's permission if possible). Hearing is closely linked to verbal 
communication and it is common to find ear abnormalities with resulting 
hearing loss in young people with learning disabilities. Ear lobe abnormalities 
are visually identifiable and often signal more pervasive car and hearing 
problems (Di Cicco et al., 2001). 
Non-verbal communication provides an important flow of information between 
counsellor and client (Egan, 2001; Nelson-Jones, 2003,1997). However, much 
of this information is visual, posing difficulties for some 
individuals with 
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learning disabilities. Visual defects are particularly prevalent amongst this 
population. Eye problems may be severe, for example, the retinal abnormalities 
of conditions such as Cohen Syndrome and Tuberous Sclerosis that are 
progressive and lead eventually to blindness (Kivitie-Kallio and Norio, 2001; 
Dabora et al., 2001; Rajagopalan, 2001). Milder but visually recognisable eye 
defects include squints (Esmer et al., 2001); the abnonnal iris of Cat-Eye 
Syndrome (Berends et al., 2001) and extra folds of skin present in Down 
Synrome and Sjorren-Larson Synrome (Forster-Gibson et al., 2001; Willemson 
et al., 2001). Other easily recognisable physical features of conditions 
associated with learning disabilities are abnonnalities of the fingers and toes, 
such as arachnodactyly (spidery fingers); polydactyly (extra fingers); short, 
slender fingers; deep creases across the palms of the hands and feet as in Down 
Syndrome and club foot as found in Mobius' Syndrome (Cronenberger et al., 
2001; Rajagoalan, 2001; Esmer et al., 2001; Yamada et al., 2001; Forster- 
Gibson et aL, 2001; Kivitie-Kallio and Norio, 2001). It is documented that 
children who appear different in some way to their peers are more likely to be 
targeted for bullying (Zic and Ignic, 2001). Such physical abnormalities may 
cause fine and gross motor problems, with manipulation skills and movements 
that can be mistakenly attributed to more severe intellectual disability than may 
be the case. However, similar functional disabilities are often associated with 
learning disabilities and are caused by damage to the nervous system as with 
the nerve paralysis of Mobius' Syndrome and the peripheral neuropathy of 
Charcot-Mane-Tooth Disease (Gemignani and Marbini, 2001; Di Cicco et al., 
2001; Cronenberger et aL, 2001). Such neurological damage is also the cause 
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of the epileptic seizures, commonly, though not exclusively associated with 
learning disabilities, both as cause and effect (Debora et aL, 2001; 
Rajapopalan, 2001; Willemson et al., 2001; Kivitie-Kallio and Norio, 2001). It 
is not surprising that counsellors may be uncertain or confused as to which 
qualities can be attributed to learning disabilities or belong with the individuals 
underlying syndrome or condition. Although the individual is not defined by 
the condition, the effects and root causes may impact significantly on how that 
individual operates in the world. One of my clients, a sixteen-year-old girl with 
what presented as learning disabilities, improved considerably following 
surgery for severe epilepsy. Consequently she could stop taking the medication 
that significantly contributed to her cognitive disabilities. She no longer had 
learning disabilities, which could be said to be functional rather than pervasive. 
Young people grow and develop at different rates and it may be difficult to tell 
the age of any particular individual by their physical appearance alone. 
However, abnormal growth and size may be indicative of other problems 
related to learning disabilities. The x-linked genetic syndromes may 
demonstrate characteristic obesity and overgrowth or deficiency in growth 
resulting in short stature (Stoll, 2001; Vitale et al., 2001; Yamada et al., 2001). 
Coupled with cognitive impairments or delays this may lead the counsellor to 
believe the client is younger or older than they actually are. Abnormalities in 
growth may include stunted growth of the head and brain (microcephaly) or 
overgrowth (macrocephaly). Some individuals have mechanical shunts 
inserted 
to release the pressure caused by extra fluid in the ventricles of the 
brain 
60 
(hydrocephaly). These shunts occasionally dysfunction causing a build-up of 
fluid again and the resulting pressure can lead to cognitive impairment 
(Wakamatsu et al., 2001; Stoll, 2001; Yamada et al., 2001; Kivitie-Kallio and 
Norio, 2001). These conditions in themselves may compound the level of 
learning disability already present. However, if a client appears less able to 
engage in counselling than is usual for them it may be that something has gone 
wrong, for example a blocked shunt causing a build up in fluid and pressure on 
the brain in young people with hydrocephaly. A decrease in cognitive abilities 
may be the first signs that something is wrong. 
Some young people suffer from distressing and disfiguring skin conditions 
associated with the syndromes that are the cause of their learning disabilities. 
Disfiguring skin tumours are a common feature of Tuberous Sclerosis (Dabora 
et aL , 200 1) with reddened thickening of the skin and scaling 
being a feature of 
Non-bullous lethyosiforin Erythrodenna (Rajagopalan, 2001) and intense 
itching in Sjogren-Larsson Syndrome (Willemsen et al., 2001). Such skin 
conditions can be the trigger for bullying and social exclusion in schools at a 
time when physical appearance is especially important. Altered body image 
can cause low self-esteem and lack of confidence (Breakey, 1997) However, 
physical symptoms such as these are often only part of a wider picture 
presenting as a result of genetic abnonnalities (genotype) and referred to as 
phenotypes. Such phenotypes often include multiple body organ disease, 
genital and honnonal abnonnalities such as hypogonadism causing 
underdeveloped testes in boys and ovaries in girls (Rajagopalan, 
2001); 
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digestive system abnormalities such as the bowel problems of Hirschsprung 
Disease and Cat-Eye Syndrome (Berends et al., 2001; Wakamatsu et al., 
2001); kidney damage and chronic renal failure (Dabora et al., 2001; Esmer et 
al., 2001). A significant number of these conditions are life-threatening, for 
example, heart defects in Down Syndrome (Forster-Gibson et al., 2001) and 
liver damage (Dabora et al., 2001). Individuals affected by severe physical 
problems are likely to have to endure repeated hospital admissions, often 
painful and prolonged treatment with disruption in their education and social 
relationships and isolation from peer groups. These factors may result in 
difficulties in attachment including behaviour problems on return to school 
(Parker and Forrest, 1993; Bowlby, 1969/1975). My professional experience as 
supervisor to school counsellors supports the literature, placing the above 
issues as within the counselling domain. 
Although a young person with learning disabilities may be recognisable 
through the manifestation of physical signs and symptoms, not all such 
individuals have learning disabilities. For example, in Mobius' Syndrome 25% 
of individuals are of nonnal intelligence, although all have the physical 
nu abnormalities associated with the syndrome (Cronenberger et al., 2001: 158). In 
some conditions males are affected either more frequently than females with 
physical features being presented in the carrier (usually female) but without the 
cognitive impairment or with a milder degree of disability (Vitale et al., 2001). 
In some x-linked genetic disorders males have severe learning disabilities 
whilst females are completely unaffected intellectually (Fichera et al., 2001). 
62 
In Cat-Eye Syndrome, for example, intellectual impairment is present in only 
32% of individuals (Berends et al., 2001). This makes it even more important 
that counsellors assess individuals and provide therapeutic interventions aimed 
at an individual level rather than making assumptions based on incomplete 
knowledge of a particular condition. The results of this study support the 
notion of careful assessment, with strategies and interventions developed for 
individual clients. 
Although knowledge regarding the physical features of conditions associated 
with learning disabilities may be interesting and infon-native, how else can this 
knowledge help the counsellor to help the client? Difficulties in 
communication may be apparent when counselling young people with leaming 
disabilities; such issues are identified and explored in my results and discussion 
chapters. It appears easier to acknowledge that visual defects, blindness and 
varying degrees of deaffiess may provide barriers to effective communication. 
For example, visual defects can prevent the full range of non-verbal signals 
from being received whilst individuals with hearing impairments may require a 
third person to interpret using sign language (British Deaf Association, 2004). 
Access to counselling may be made difficult; the results of this study indicate 
that counsellors use more non-verbal communication as a way of including 
young people with learning disabilities in counselling. Non-verbal ways of 
working with clients include art therapy, drama and music therapies (Royal 
College of Psychiatrists, 2004; Sinason, 2002). 1 have found it difficult to 
assess the nature of problematic communication when an individual has both 
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physical and cognitive disabilities, perhaps also with conditions affecting social 
and emotional intelligence, for example, Asberger's syndrome or autism. 
Life-threatening conditions and those causing chronic ill-health have 
implications for the type of issues that may arise in counselling. The symptoms 
of pain and discomfort found in major organ disease, nerve damage and 
infections make it more likely that counsellors in primary care and hospitals 
will encounter clients with learning disabilities. This raises training issues for 
counsellors and service providers. Leukaemia and other fon-ns of cancer are 
more prevalent in this gToup of young people and are often associated with 
conditions such as Down syndrome (Forster-Gibson et al., 2001). Therefore 
counsellors attached to chemotherapy and palliative care units along with 
nurses and social workers who use counselling skills as part of a wider role 
would in theory appear more likely to encounter clients with learning 
disabilities. However, perhaps due to the exclusive nature of counselling 
highlighted in this study, my professional experience in the field indicates that 
the needs of this client group may be overlooked. 
The symptoms of general slowness of mind associated with learning 
disabilities can indicate to the counsellor a higher degree of intellectual 
impairment than may really the case. An example from my counselling practice 
illustrates this point. An adolescent girl presented for counselling with a series 
of issues around sexuality. She appeared to 
have severe learning disabilities 
and both the client and myself found 
it difficult to work in sessions and 
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communicate effectively. However, my knowledge of learning disabilities 
prompted to check out the client's medical background with her carers (with 
the client's permission). It was identified that the client suffered epileptic 
seizures and was on high doses of anticonvulsant medication that made her 
very slow and sleepy in the mornings. In consultation with the client and her 
carers counselling sessions were rearranged for late afternoons when the client 
was alert, responsive and able to engage more fully in the counselling process. 
This case material provides an example of an individual with a higher degree 
of functional learning disability than was inherent in her condition. Goffman 
(1961/1991) refers to such damaging effects of medical treatment as 
iatrogenesis. Through specialist supervision and training counsellors may be 
more able to identify such difficulties and therefore be more likely to meet the 
needs of their clients. 
2.4.2 Psychosocial features of learning disability 
The main features of learning disability are seen in the psychological concepts 
of cognition, perception, intellect, psychosocial development, language, 
behaviour and emotional development (BPS, 2000). These features are 
identified as being problematic in counselling and may pose barriers to access 
and engagement in the counselling process. Borgatti (2001) suggests that their 
psychopathology, psychological, intellectual and language delays can identify 
individuals with learning disabilities. Kulkami (2001) refers to the concept of 
developmental disorders such as dyslexia, dysgraphia and dyscalcula, with the 
notion of developmental disorder being differentiated from developmental 
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delay. In practice it appears that developmental delays and disorders are found 
together. It could be said, therefore, that although dyslexia, dysgraphia, 
dyscalcula and ADHD can be features of learning disability their presence does 
not necessarily indicate that an individual's intellectual ability is adversely 
affected in other ways. However, these conditions in themselves may present 
barriers to learning that give the appearance of low intellectual ability (Shalev 
and Gross-Tsur, 2001). This can lead to confusion regarding the nature of 
learning disability and the terminologies used with reference to the various 
difficulties that individuals exhibit. 
Baird et al., (2000) discuss how far the difficulties found in conditions such as 
autism and ADHD are features of leaming disability, for example, some 
individuals have such features as part of their presentation of more pervasive 
learning difficulties, whilst others are nonnal in every other respect. However, 
Numminen et al., (2000) suggest that the reduced levels of working memory 
and cognitive skills are inherent features of learning disability. These 
ambiguities may be difficult for school counsellors who are more likely to have 
clients labelled as having learning disabilities, either in mainstream education 
or special units for children with special educational needs. Some children may 
have ftinctional. learning disabilities but with high intellect and such children 
may pose challenges to the counsellor. My experience of supervising school 
counsellors, supported by the results of this study, has highlighted the need for 
peer support along with further training and supervision by someone with 
knowledge and experience of learning disabilities. 
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Although young people with learning disabilities are not a homogenous group, 
the notion of genotypes and phenotypes suggests that such individuals can be 
grouped into categories according to the genetic and /or physical features of 
their condition. The idea of typologies is also put forward as behavioural 
phenotypes. Certain behaviours are more likely to be found in particular 
conditions, for example, hyperactivity in Angelman Syndrome (Smith, 2001) 
and aggressive behaviour in Prader-Willi Syndrome (Beardsmore, 1998). 
Han-nful or challenging behaviours can be separated into two main groups, 
aggression aimed at others and self-injury. Aggressive behaviour towards 
others can pose difficulties for parents, carers and teachers, resulting in 
negative attitudes towards the individual with disruption in their social 
relationships and education leading to low self-esteem in the individual (DfES, 
2001a). Any increase in these types of behaviours can be an indication of 
psychological distress or psychopathology. Sinason (2002) suggests that 
challenging behaviours may be ways of externalising or expressing internal 
distress (Sinason, 2002) and Corbett et al. (1996) claims that challenging 
behaviours are likely to be responses to fonns of abuse. Other fonns of 
challenging behaviour include hypennotility, ADHD, obsessive-compulsive 
behaviours, tics and obsessive self-injury. 
Eating disorders are also common in individuals with learning disabilities 
(Gravestock, 2000). Levitas and Reid (1998) found that up to 42% 
institutionalised adults with learning disabilities also had some fon-n of eating 
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disorder. However, it could be argued that it is easier to observe individuals in 
institutions and if such research were carried out in community settings this 
figure might be higher, unless the eating disorders were a part of the process of 
institutionalisation. Eating disorders are commonly found in the general 
population of young people (Abraham, 2001). However, there are some fonns 
of eating behaviour that are more commonly seen in people with learning 
disability, for example, pica, a compulsive behaviour that involves the 
individual eating dirt (geophagia) and any other food or non-food substance 
(Knecht, 1999; Levitas and Reid, 1998) Other food or gastric related 
behaviours include rumination, regurgitation, psychogenic vomiting and 
aerophagia (Levitas and Reid, 1998). Some of these conditions have serious 
consequences, for example, aerophagia (swallowing air) can lead to gangrene 
of the bowel (van der Kolk, 2001). Eating disorders are issues that counsellors 
may encounter in their caseloads, with such referrals being likely in 
educational or medical contexts. However, by understanding the nature of 
eating disorders related to learning disabilities it may be possible to distinguish 
between mainstream eating disorders and those directly related to learning 
disabilities at the assessment stage. Counselling may not be an appropriate 
intervention. 
By far the most intractable problems associated with learning disabilities are 
behaviour problems; these cause huge difficulties in the education and social 
care systems and can result in individuals being excluded from education, 
employment, society and social relationships (Borgatti, 2001). This forms the 
basis of the social exclusion process, which has been examined more fully in 
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the chapter on inclusion. Exclusion from social life and in particular, 
relationships with others is seen in conditions such as autism (Borgatti, 2001) 
and psychosis (Ratiasuo, 2001). However, individuals with emotional and 
psychological problems referred to psychiatric and psychological services and 
defined as suffering from psychopathology, such as depression following 
bereavement and low self-esteem can also be withdrawn and socially 
marginalised. (Bonell-Pascual 1999). Moreover, this could be described as a 
cause and effect phenomena because rejection experienced by school children 
may lead to low self-esteem (Zic and Igric, 2001). 
2.5 Aetiology of Learning Disabilities 
It may appear to counsellors that the cause of a client's learning disabilities are 
inconsequential, that it is the effects one has to deal with. However, the cause 
may form an inherent part of the effects, especially as a client grows and 
develops, demonstrating perhaps new signs and symptoms of differing aspects 
of leaming disability (Wilska and Kaski, 1999). It is for precisely this purpose 
th4t Wilska and Kaski (1999,2001: 325) have developed their 'Aetiologica 
Tree', a dynamic and adaptable form of plotting or charting an individual's 
development of new signs and symptoms of cognitive and intellectual 
impainnent. 
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2.5.1 Physical and physiological causes of learning disabilities 
The physical and physiological signs and symptoms of learning disability are 
manifold and include: genetic causes, biochemical, envirom-nental, physical, 
viral and disease related, drug and alcohol related, metabolic or caused by 
accidents and injury. For a significant proportion of individuals no specific 
cause is found for their learning disabilities (Croen et al., 2001; Kristjandottir 
et al., 2000). An epidemiological survey of children in France with low IQs 
(<50) showed that the aetiology was 45% unknown; 26% unclear and 25% 
known (Cans et aL, 1999). By far the commonest form of learning disability is 
genetic with Down syndrome and other X-linked conditions being the most 
prevalent. Such genetic disorders cause molecular and cellular defects that are 
responsible for interruptions in electrical impulses in the brain and the 
metabolism of chemicals essential to brain functioning (Galdzicki et al., 2001; 
Tunbilek, 2000; Chelley and Mandel, 2001). It is this disruption to brain 
functioning that is highlighted by this study as being a potential barrier to the 
counselling process and thereby restricting access to counselling. This study 
identifies ways of overcoming such barriers in counselling practices and 
processes. The second most frequent cause of learning disability is viral, 
historically the Rubella (German Measles) virus, but more recently (since 
Rubella vaccination programmes) the cytomegalovirus. This infection usually 
occurs in the first year of a child's life and in women of reproductive age 
increasing the risk of congenital infection (Almeida, 2001). Other infections 
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potentially leading to learning disabilities include bacterial meningitis, where 
the rapidly multiplying bacteria cause an inflammatory reaction in the brain, 
damaging brain tissue and injuring neurones (Leib and Tanber, 2001). 
Inflammatory reactions have been shown to pose a threat to the body's immune 
system. In addition to this, it appears that some central nervous systems are 
particularly vulnerable to injury, which may be genetic or of unknown 
aetiology. The effects on the central nervous system are the cause of the 
learning disability (Cowan et al., 2000). Infectious disease is part of our human 
environment, just as environmental pollution forms part of contemporary life, 
therefore the potential for damage to any child is always present. It cannot be 
assumed that teaming disabilities have been present since birth. 
Polychlorinated biphenyls (PCBs) and polychlonnated dibenzofurans (PCDFs) 
are enviromnental pollutants that can be hazardous to the environment and to 
human beings. They have caused poisoning in Kyusho in Japan (2000 people 
in 1968) and Taiwan (Aoki, 2001). Known as Yusho Disease in Japan and Yu- 
Cheng Disease in Taiwan, the most tragic effects of PCBs and PCDFs has been 
the exposure of children in utero or during breastfeeding leading to poor 
cognitive development and intellectual impairment. Therefore it could be 
argued that people living in poor socio-economic enviromnents and nearer to 
industrial areas are more likely to have learning disabilities. 
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2.5.2 Psychosocial factors in the aetiology of learning disabilities 
Although the aetiology of learning disabilities appears clear in around 25% of 
individuals (Cans et al., 1999), this refers to physical and physiological causes. 
Psychosocial causes of leaming disabilities appear to be more difficult to 
identify as actual causes rather than factors involved in the manifestation of 
learning disabilities in particular individuals (Cans et al., 1999). Reference is 
made to particular children with low birthweight; those individuals bom into 
lower socio-econornic groups; children with racial or ethnic characteristics 
such as being born to black, Hispanic and Asian mothers; and finally those 
children with parents who have a lower level of education (Callanen et aL, 
2001; Croen et al., 2001). However, it would be difficult to separate out those 
individuals who have physical or physiological factors in the aetiology of their 
learning disabilities because around 45% of learning disabilities have unknown 
causes and in 26% of cases the causes are unclear (Cans et al., 1999). 
According to Stromme and Magnus (2000), learning disabilities of unknown 
origin are found more commonly in individuals from families with a lower 
socio-economic status. Research carried out in Norway (Stromme and Magnus, 
2000) shows a significant correlation between IQ and socioeconomic status, 
also identifying an overlap between learning disabilities of unspecified causes 
and the lower end of nonnal IQ in the general population. Callanan et al., 
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(2001) identifies that children born to fragmented families and to mothers with 
little formal education are more likely to have a lower IQ and a higher 
frequency of learning disabilities. These children are also less likely to have 
close follow-up by statutory services, resulting in a greater degree of functional 
learning disabilities in individual children (Callanen, 2000). It has been 
identified by Gurvits et al., (2000) that there is a higher level of mental illness 
in the lower socio-economic sections of society. This supports the notion of a 
high incidence of dual diagnosis referred to by Prosser (1999) and Lindsay 
(1999). Gurvits et al., (2000) also point out that there may be a subtle form of 
neurological impairment noted in individuals with conditions such as post- 
traumatic stress disorder. This may result in functional learning disabilities. A 
higher level of childhood with Attention Deficit Disorder symptoms and lower 
IQs has been found to correlate with certain neurological signs found in people 
suffering from post-traumatic stress (Gurvits et al., 2000). An awareness of this 
type of information by counsellors may help individual clients to be offered the 
type of therapeutic intervention most suited to their needs. Clients may not be 
able to identify or articulate these needs themselves. 
2.6 Summary 
In this chapter I have examined the social history and background to learning 
disabilities, looking at the notion of a transhistorical figure. The terminology 
and nomenclature around learning disability 
have been explored, attempts 
being made to define and classify learning disabilities and ascertain how 
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prevalent the condition is. Difficulties around clear definitions and accuracy 
regarding the epidemiology of learning disabilities have been highlighted. The 
features of learning disabilities have been identified and discussed including 
the physical signs and symptoms and psychosocial features of the condition. 
The actiology of learning disabilities has been explored, identifying the causes 
as physical, physiological, psychosocial or environmental. Neurological 
impairment causing learning disabilities has also been found in people 
suffering the effects of post-traumatic stress. I have explored leaming disability 
a condition that is assessed, defined and classified according to criteria 
developed by the medical profession, (particularly psychiatrists) and 
psychologists. It has been identified that people with learning disabilities have 
a long-standing history of stereotyping, discrimination; disrespect, abuse and 
social exclusion and that contemporary human rights policies and legislation 
are being used in attempts to reverse or change the picture. In the next chapter 
will explore issues relating to the inclusion and exclusion of learning disabled 
young people. 
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Chapter 3: Inclusion and Exclusion 
3.1 Introduction 
The notion of inclusion is central to my thesis. In this chapter I explore the 
concepts of inclusivity and exclusivity, equality and inequality. The terms 
inclusion and exclusion are frequently used. in. everyday l6e, with. reference in 
particular to society, education, and employment, racial and cultural issues 
where parallel processes of inclusion and exclusion can. be observed. It may be 
possible for counselling and psycbotherapy to learn from the practices and 
policies of inclusion in other fields. By examining inclusion more widely it 
may be feasible to apply the general pnnciples to the specific area of 
counselling. However, the concept of inclusivity and the terminology 
employed appear to be rather vague, involving a variety of perspectives such as 
philosophical, cultural, political, sociological and psychological. Thomas and 
Tarr (1999: 24) refer to the global perspective within a framework of 
chronology; highlighting the notion that inclusion is driven by values that have 
emerged at various times in history: 
..... a comi-nunitarian philosophy 
in Italy; the social democracy of 
North West Europe and particularly Scandinavia; civil rights agendas 
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in North America, and, more recently, social justice as a theme across 
the world. 
The proliferation of international and national legislation such as the United 
Nations Declaration of the Rights of Disabled Persons (1975); the United 
Nations Convention on the Rights of the Child (1989); the United Nations 
Standard Rules in the Equalisation of Opportunities for Persons with 
Disabilities (1993); the Council for Disabled Children (1994); and more 
recently, the Human. Rights Act (WEE, 1.998) indicates that the issue of human 
rights appears central. to the concept of inclusion and exclusion. In the first 
section of this chapter I examine some of the issues around human rights in 
relation to the ideas of inclusion. and excl-usioii. This exploration aims to build 
the case for counsellors making their practices more inclusive of young people 
with learning disabilities. In section two I examine the concepts of social 
inclusion and exclusion, providing background to some of the exclusionary 
practices and processes in society. By examining social inclusion in more depth 
I intend to draw parallels between the wider social issues and counselling/ 
psychotherapy practices. This section focuses on notions of equal 
opportunities, citizenship and differing ideas of exclusion, namely voluntary 
and involuntary. Section three looks closely at the education system, 
particularly relevant to young people and the subject of major reforms 
regarding inclusion. This section aims to provide greater insights into the 
difficulties and complexities that exist in trying to implement inclusion 
policies. I examine dichotomies such as the National Curriculum, which may 
lead to meritocracy and SENs inclusion policies, 
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3.2 Human Rights 
Daily life in Britain could be about to undergo it's 
most radical transformation since the Second World War. 
the police, courts, Whitehall and local government are 
involved in a review of their powers and authority as they 
prepare for a wave of legal challenges on human rights grounds 
this autumn. 
(Wintour, Political Editor, Observer newspaper, 13 th February 2000) 
The above quote signaled an important new phase in the human rights 
movement in UK. life. The Humans Rights. Act (DfE. E, 1.998) incorporates the 
European Convention on Human Rights into English law. The Act appears to 
signify the new 'rights and responsibilities' culture of the prevailing governing 
Labour party linked to the concepts of citizenship and democracy. In theory it 
seems that the Act could have far-reaching effects for people with leaming 
disabilities, providing them and their advocates with the means to challenge 
discriminatory practices in health care, education, civil life and other public or 
private services. Regarding the provision of counselling and psychotherapy, 
this means that individuals with learning disabilities should have equal access 
to services. The. H. uman Rights Act, (DfEE, 1998) makes no distinction between 
the rights of children, young people and adults; therefore, according to this 
legislation, counsellors and psychotherapists have a legal duty to include young 
people with learning disabilities in their practices. To avoid this duty would 
indicate discrimination. 
However, practices such as the rationing of health care, which includes 
counselling and psychotherapy, have been. claimed to be particularly 
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discriminatory against people with learning disabilities and extend to the 
devaluing of the lives of disabled people (Sbakespeare, 1998). Article 2 of the 
Human. Rights Act - the right to life (DfEE, 1998) attempts to address this 
issue. The National Health Service is the largest employer of counsellors and 
psychotherapists (DoH, 2001) and therefore provides a high proportion of Z: ) 
psychotherapeutic help to young people with leaming disabilities. Research 
indicates that counselling and psychotherapy can be an effective form of 
treatment for depression. (DoH, 2001), a potentially life-threatening condition, 
sometimes leading to death. by suicide. The suicide rate amongst young people 
has been steadily rising for some years now (Childline, 2001) and is predicted 
to become the second most prevalent killer in the world (WHO, 2001. ). This 
trend has been. attributed to academic achievement expectations, meritocracy 
and high unemployment in some societies, for example, Hong Kong 
(Federation of Youth Groups in Hong Kong, 2001). Dual diagnosis, namely the 
presence of depressive illness in individuals with learning disabilities has been 
shown to be more prevalent (Lindsay, 1999; Prosser, 1999). 
Article 10 of the Human Rights Act (MEE, 1998) states that individuals have 
the right to marry and have a family, an area of difficulty for people with 
learning disabilities, many of whom are actively discouraged or even 
physically prevented from forming close personal relationships with members 
of the opposite sex and having children, a discriminatory practice rooted in the 
eugenics movement. Bowlby's attachment theory (1969/1975) indicates that 
the lack of close personal relationships may lead to depression and withdrawal 
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from others. Moreover, Erickson (1963) in his eight stages of human 
development, proposes that close social relationships are part of the identity 
formation of adolescence and the building of intimacy based on affiliation and 
love are essential to young adults in order to avoid social isolation. I have 
observed the practice of discouraging close, potentially sexual relationships 
between individuals with learning disabilities in my role as a teacher. As a 
counsellor and supervisor I have listened to narratives regarding sucli practices 
and the distress that they cause to the individuals concerned. On. the other hand, 
as a health visitor I have witnessed the difficulties and concerns regarding the 
balance of power, abuse and parenting issues in couples with learning 
disabilities. The issue of rights is linked to responsibilities and civil life 
(G-iddens, 1998; Donnelly, 2002). 
By tracing the origins of human rights I intend to identify some of the basic 
philosophical assumptions and relate them to my research questions, in 
particular the reasons why counsellors and psychotherapists should include 
young people with leaming disabilities in their practices, any potential barriers 
to inclusion and inform the discussion on how difficulties may be resolved. 
Although the word 'right' came from the Old English term meaning equitable 
or morally just, the concept of human rights can be traced back to the Ancient 
Greeks and Romans and the natural law doctrines of Greek Stoicism, that 
individuals have certain rights extending beyond those of citizenship, namely 
natural fights. This forms the first group of rights that I have identified from 
the literature. This term pertains to the right to remain alive, liberty and the 
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right to freedom, the right to sustain life with food and shelter and the right for 
an individuat to follow the dictates of their conscience (Morrall and Hazelton, 
2004; Donnelly, 2002; Owen, 2001; Cranston 1973; Ganji 1975; Claude 1976; 
Ajami 1979; Joyce, 1979). Civil rights fonn the second group, referred to in 
early legislation such as the Habeas Corpus Act 1679" and the English Bill of 
Rights (1689/Yale, 2004). Civil nghts are based upon positive law and judicial 
decisions, in other words, justice and notions of fairness and even-handedness 
along with equality (Cranston 1973). It is this second group of rights that I 
examine in this section. in relation to moving towards more inclusive 
counselling practices. In the discussion chapter I will discuss these ideas in 
relation to the potent-tal for increasing inclusion. through self-awareness, 
professional and personal development, concepts referred to as important by 
Norwich and Kelly, 2004; Dyson el al.,, 2004; Homby et al., 2003; Norwich, 
2002; Horn. by, 2000). These are also important components of counselling and 
psychotherapy training and continuing professional development for qualified 
therapists. Through an examination of the basis for the underlying assumptions 
and beliefs of the notion. of human rights and related concepts such equal 
opportunities and discrimination, I intend to highlight how individual 
counsellors may hold beliefs that contribute to the exclusion of young people 
with learning disabilities from counselling. Pearsall (Concise Oxford 
Dictionary, 2002) provides the following definition of civil rights: 'the rights of 
citizens to political and social freedom and equality'. Examples of civil -rights 
include equal opportunities and political equality along with the rights of 
* Habeas Corpus (1679) responds to the abusive detention of persons without legal 
authority. 
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citizenship; both within the context of freedom and the removal of legal and 
social discrimination. Discrimination is described as 'un vourable treatment fa 
based on prejudice, especial1v regarding age, race, sex', prejudice being 'a 
preconceived idea, 'harm or injury that results in or may result ftom some 
action or. judgement'and 'not impartial, bigoted' (Concise Oxford Dictionary, 
Pearsall, 2002). Related issues include notions of diversity and differences of 
social condition, in that equality does not mean 'all the saliie 1, it refers to 
equality of opportunity, whilst accepting that people are different in the levels 
of potential and achievement. (John Dewey, 1916). This introduces the concept 
of diversity, a tenn often used today in relation to equal opportunities and 
inclusive practice (Dyson et al., 2004; Norwich and Kelly, 2004; Norwich, 
2002; Homby, 2000; WEE 1999; DfEE, 1995). Dewey's proposition that 
equality encompasses notions such as diversity and differences, referring to 
equality of opportunities has persisted and is present in contemporary 
legislation and equal opportunities policies (Equal Opportunities Commission, 
Roche, 2003). The notion. of equality of opportunity may be problematic when 
applied to young people with leaming disabilities and their access to 
psychotherapeutic services. It seems logical that if such inequality existed one 
would expect to see a representative number of clients with leaming disability I- Z; I 
attending for counselling. On the contrary, my results will show that this client 
group is greatly under-represented. My discussion of the results will examine 
reasons for such inequitable access to services and strategies for improving 
access to both the practices and processes of counselling. The notion of access 
to the processes of counselling resonates with my research question: Is 
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counselling appropriate for young people with learning disabilities? Dewey's 4- 
(1916) claim that people are different in terms of potential and achievement 
may have implications for counsellors and psychotherapists. When assessing Z- 
how suitable counselling might be for a particular client (and if diversity and 
difference is accepted assessment would need to be based upon the needs of the 
individual) perhaps the parameters of what is achievable within the limits of 
the individual's potential need to be addressed in some way and achievements 
or outcomes of tberapy evaluated accordingly. However, my experience as a 
supervisor of counsellors in pnmary care indicates that the CORE system 
(Clinical Outcomes in Routine Evaluation, Mellor-Clark, 1998) is increasingly 
employed as an assessment and evaluation outcome tool. If this is administered 
without due regard to the cognitive and language difficulties inherent in 
learning disabilities, such individuals may be deemed unsuitable for 
counselling or thought to have received no identifiable benefits from therapy. 
Therefore, the administration of such assessment and evaluation tools may be 
classed as potentially exclusionary practices in counselling and psychotherapy. 
Equal access to services may mean that individuals are made the subject of 
positive discrimination in order to be equal to others. Equality and 
discrimination are concepts that are inherent in inclusion. 
3.2.1 Politics: equality and discrimination 
I have traced the concept of inclusion back to its place in the political life of the 
Ancient Greeks, its origins being related to that of human rights and such 
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concepts as: equality, equal opportunities, equal rights, political equality, 
equality of respect, and anti -di scriminati on - In contemporary society one of the 
major factors in distinguishing between left wing and right wing politics has 
traditionally been their differing attitude towards equality, with the left 
advocating greater equality and the right believing that society is hierarchical 
and therefore inequality is inevitable. The Left have actively pursued social 
justice and recognise the important part that government has to play in this, 
equality being of supreme importance. However, equality can. be seen as a 
relative concept: 
What makes us care about various inequalities ... is the hunger 
of the hungry, the need of the needy..... the fact that they are worse 
off in. the relevant aspect than. their neighbours is relevant. But it is 
relevant not as an independent evil of equality. Its relevance is in 
showing that their hunger is greater, their need is more pressing, 
their suffering more hurtful and therefore it is our concern for 
equality that makes us give them priority. ' 
(Raz, 1986: 86) 
Children and young people are identified as having specialised needs in 
relation to the general population and have been made the subject of legislation 
such as the Children Act (DfE, 1989), the new Children's Bill (DfES, 2004) and 
documents including the Annual Children's Rights Reports of the Children's 
Alliance for England (1977-2003). Furthermore, the literature indicates that 
individuals with learning disabilities are more vulnerable to abuse than other 
children (Corbett, 1999). Therefore, relatively speaking, the needs of young 
people with learning disabilities are greater than those of the general 
population. According to the argument put forward by Raz (1986), this group 
should be given priority, in other words, made the subject of positive 
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discrimination. This notion is discussed later in the thesis in relation to 
strategies that are more likely to include this group of clients in counselling and 
psychotherapy. 
Equality is also reported to be about making use of talents and capacities of all 
citizens and contemporary left-wing or Third Way politics proposes that 
egalitarian policies increase the range of freedoms open to individuals, 
although equality and individual freedom may at times bein conflict, therefore, 
fon-nal equality and individual rights are part of democracy (Giddens, 1998). 
Prior to collecting data for this study I had made the assumption that 
counsellors and psychotherapists, by the very nature of their work, were 
committed to egalitarian principles. I now accept that such a generalisation 
cannot be made. The political beliefs of individual counsellors vary to the 
extent that some indicate in the data that they do not want to include young 
people with learning disabilities in their practices, I expand upon this issue in 
the discussion chapter. Therefore, egalitarianism cannot be assumed and 
barriers to inclusion may be inherent in the deeply embedded political beliefs 
of individual therapists, along with personal, religious and moral values. 
Egalitarian. ideas emerged concretely in Westem thought in the 18th century 4 
with John-Jacques Rousseau (1754). By the time of the American Revolution 
(1776) equality had ceased to be solely the property of theology and religion, 
although religion remained inherent in the nd was used to fire the 18'h concept a 
-PC- century British anti-slavery movement (Louis et al., 1,998). Thomas JeIRrson 
84 
in the 1776 Declaration of Independence espoused equal rights, specifically to 
life, liberty and the pursuit of happiness. 
Much of present-day politics is concerned with the issues of equality and 
fireedom from discrimination; groups seeking equal rights include: the disabled, 
ethnic minorities, single parents, homosexuals and the elderly. Fowler and 
Orenstein (1993) state that providing a definition of equality is extremely 
difficult. However, the central. core seems to hinge on the notion of 
equivalence. Critics of equality argue that people are too different to each other 
to be 'equivalent' to each other and that natural variations are so inherent in 
humans that no amount of egalitarianism can w. lpe out inequality (Fowler and 
Orenstein 1993). The diverse nature of learning disabilities ensures that 
individuals do not forin a homogenous group. Moreover, within the client 
group of young people with learning disabilities there are varying levels of 
disability, a hierarchy of learning disability prescribed by assessment using 
DSM-IV. There are implications for the inclusion of young people with 
leaming disabilities within counselfing and psychotherapy. What are therapists 
alluding to when they claim to include this client group? The data from this 
research stud will inforrn debate on. the present scenario regarding inclusion in y 4, Z) 
counselling and highlight liow one might address the needs of individuals 
rather than assuming that young people with learning disabilities all have Z: ý 
similar needs. The concept of positive discrimination as part of egalitarian 
practices may be valuable to the counsellor in this respect and may of use in 
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providing a rationale when bidding for funding for counselling services or 
claiming greater resources in ten-ns of time. 
The field of sociology can contribute to my exploration of equality by 
providing the utilitarian understanding of equality and introducing the idea of 
'for the common good' referred to by Fowler and Orenstein (1993: 100) in the 
quote below: 
Equality can. only be defended when it benefits the 
whole, only when it results in more pleasure than pain or 
helps us to achieve the greatest good for the greatest number 
in. society. 
Therefore, the utilitarian perspective places equality as a second rank value, the 
first being common good and. happiness. The utilitarian paradigin has 
implications for the inclusion of young people with learning disabilities in Z 
counselling. The notion of 'the greatest good' is central to the management of 
resources, particularly in the NHS and is supported by evidence-based practice 
and the values of a research hierarchy claiming randorn controlled trials as the 
highest standard (DoH, 2001). The random controlled trial attempts to identify 
what works best for the greatest number of people, whereas qualitative studies 
highlight what appears to be effective in the case of individuals, even though 
studies may include many individuals with a seemingly overlapping range of 
effective interventions (Cochrane Research and Dissemination Unit, 2001). In 
the research arena the results of qualitative research cannot be generalised with 
any degree of significance or validity (McLeod, 2001). Therefore, the 
utilitanan notion of equality of the needs of the minority beingy secondary to the I- 
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needs of the majority can help to explain the situation that exists in primary 
care regarding the exclusion of young, people with learning disabilities from CI) IIII 
counselling. I have chosen primary care as an example of counselling provision 
because the NHS is the largest employer of counsellors (DoH, 2001) and my 
experience as a supervisor to counsellors in. primary care indicates that this 
field of counselling and psychotherapy is increasing. The very nature of 
leaming disabilities means that young people who have this condition find 
cognitive processing, memory and COMMUnication through langLiagge more 
difficult than others. Potentially they require a greater degree of time and 
persistence from the counsellor. Counselling services in primary care are 
limited by available resources and generally provide time limited therapy in the 
form of six or eight sessions. My experience of counselling young people with Z) 
learning disabilities and also as a supervisor of counsellors involved with this 
client group indicates that more time is often required to engage such clients in 
the counselling process. I explore this more fully and relate these ideas to my 
results in. the discussion chapter. The inclusion of young people with learning 
disabilities in counselling and psychotherapy could be seen as a microcosm of 
inclusion in the wider society. The following section explores social inclusion 
and the implications for counselling this client group. 
3.2.2 Social inclusion 
The notion of social inclusion is of high profile in the political and economic 
arena, both at a national and global level and can have a far-reaching impact on 
areas such as education, health and employment, which are areas of significant 
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difficulty for individuals with learning, disabilities. By examining the causes 
and effects of social. exclusion I hope to gain a deeper understanding of the I ZD 
issues around the inc lusion/ex elusion of young people with leaming disabilities 
from counselling and psychotherapy. The use of such knowledge and 
understanding coupled with the results from my research will be used to inform 
interventions to increase the inclusion of this client group in counselling 
practices and processes. Social inclusion has an alter-ego, social exclusion mid 
before going on to examine what this really mearis, I believe it is worth 
stopping to identify who it is that we refer to as the included or the excluded. 
Who exactly is the movement towards inclusion aimed at? People who are 
excluded, for whatever reason, from various aspects of society are often 
referred to as the disaffected or the marginalized. The socially excluded in 
Western society refers to the mentally ill, disabled, unemployed and 
economically disadvantaged (Morrall and Hazleton, 2004; Norwich and Kelly, 
2004; Dyson et al., 2004; Norwich, 2002; Homby, 2000; Morrall, 2000,1998). 
The social history of individuals with learning disabilities positions them as 
marginalized or excluded. Statistics can give an indication of the number of 
people we are talking about. According to the British Institute of Learning 
Disabilities (2003), there are 1.2 million people with some form of learning 
disability in the UK. Government figures show that the NIIS and local 
authorities spend around f 3billion per annum on this group of people 
(DoH, 
2003). 
In contemporary society the terms inclusion and exclusion are widely used 
with reference to groups or sections of society and individuals 
involved with 
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issues such as: education, disability, race, single parents and disaffected young 
people. The increasing everyday use of the terms inclusion and exclusion in 
Britain re-flects the language used in political rhetoric, picked up and reported 
widely by the media. Giddens (1998: 102-3) highlights how the 'new politics' 
defines equality as inclusion and inequality as exclusion. 
Inclusion refers in its broadest sense to citizenship, to the 
civil rights and political obligations that all members of a 
society should have, not just formally, but as a reality of their 
lives. It also refers to opportunities and to involvement in public 
space. In a society where work remains central to self-esteem 
and standard of living, access to work is one main context of 
opportunity. Education is another, and would be so even if it 
weren't so important for the employment possibilities to which 
it is relevant. 
Foucault (1980) in his theory of non-nalisation provides an alternative 
definition of exclusion. This is embedded in his concept of dividing practices, 
which set aside the normal from the not normal.. Giddens (1998) suggests that 
two of the concepts of the social inclusion/exclusion debate, namely equal 
opportunities and citizenship are set against a background of employment and 
education, social contexts that are overwhelmingly powerful in helping to 
define the value and self-esteem of individuals, including those people who 
have learning disabilities. M his interpretation of social democracy Giddens 
(1998: 105) identifies six. main elements of an inclusive society: equality as 
inclusion; hinited meritocracy; civic liberalism (a renewal of public space), a 
'beyond the work' philosophy; positive welfare and social investment. In 
opposition to this definition the neoliberals suggest that equality of opportunity I 
should be the only equality within society. Could Gidden's (ibid. ) six elements 
of an inclusive society be applied to counselling and psychotherapy practice? 
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In some ways perhaps they could; individual autonomy fits in well with the 
Ethical Framework (British Association for Counselling and Psychotherapy, 
2003) and the use of advocacy may help young people with learning I 
disabilities to be more autonomous (BILD, 2003). A 'beyond the work' 
philosophy or valuing people for more than their occupational status, 
productivity and a limited meritocracy or pursuit of qualifications may translate 
into the concept of valuing the individual as espoused by various theoretical 
approaches to counselling and professional bodies (BACP, 2003; UKCP, 2003; 
Jacobs, 2000; Assagioli, 2000; Van Deurzan, 1998; Rowan and Cooper., 1999; 
Dryden, 1996). Positive welfare and social investment could be interpreted as 
making the resources available to enable young people with learning 
disabilities to access counselling services, especially as professional therapy 
fees can be in the region of E25-05 per hour (Friery, 2003)). However, the 
idea that equality of opportunity is synonymous with inclusion in counselling 
can be challenged. Similarly, it is difficult to see how the notion of limited 
mentocracy can be applied to the equality of individuals. 
3.2.3 Equal opportunities and meritocracy 
The potentially excluding nature of merely providing equal access to services 
mirrors the equal access to qualifications promoted as a social inclusion 
strategy by the Labour government. An example of this is the 'widening 
participation' policy in higher education (MES, 2003). Equality of opportunity 
has been translated from the legislation into the concept of equal access in 
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relation to the provision of services (Dyson et al., 2004; Norwich, 2002; DfEE, 
1995). Moreover, it may be assumed by providers of psychotherapeutic 
services that access to provision is synonymous with effective delivery and use 
of service. Counselling and psychotherapy are about processes such as 
relationship building, psychological movement and change (DoH, 2001; 
BACP, 2003). Therefore, the use of the term. access as a synonym for equality 
of opportunity does not allow for truly inclusive counselling practices. 
The notion of access does not take into account the processes involved. In the 
case of higher education this means that in spite of widening participation 
policies, students remain excluded due to lack of socio-economic support, 
especially for working class undergraduates. In. the case of compulsory 
mainstream education this means 'inclusive schooling' (Dyson et al., 2004; 
Homby et al., 2003; Norwich, 2002; Horn. by, 2000). It appears that the notion 
of equal opportunities alone can help to create a meritocracy with deep 
inequalities of outcome resulting in the excluded becoming a class of 
disaffected. individuals. This applies to people with leaming disabilities who 
are often excluded from mainstream society due to their poor educational 
attainments and their difficulties in developing transferable workplace skills 
due to cognitive impainuen. t. Therefore, anti-discrimination. legislation and 
equal opportunities policies may be ineffective at preventing social exclusion. 
The results from this study will. address the issue of such legislation and 
policies in relation to inclusion in counselling. 
the only equality should be equality of opportunity within society. 
(Giddens 1998: 101) 
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The above statement firmly places meritocracy as a -foundation for society and 
in his analysis of the meaning of equality Giddens (ibid. ) proposes that 
meritocracy creates deep inequal. ities of outcome resulting in the excluded 
becoming a class of disaffected individuals: 
In fact, a full ineritocracy would create an extreme example of such a 
class, a class of untouchables. For not only would groups of people be 
at the bottom, but they would know their lack of abilities would make 
this right and proper; it is hard to imagine anything more dispiriting. 
(Giddens 1998: 102) 
Perhaps a limited merilocracy provides the way -forward, allowing for those 
who are socially excluded from the meritocratic aspects of society to remain 
valued as individuals (Giddens 1998). However, it seems that people with 
leaming disabilities would be excluded even. with. such a limited fon-n of 
meritocracy because of the changes in employment and the work force. 
Giddens (ibid. ) points out that the dramatic cuts in. the demand for unskilled 
labour have affected the class structure in. Britain with the majority of the 
working population being in manual jobs as recently as twenty-five years ago, t: ) Z: ) 
the demand now being for skilled workers. Vocational qualifications such as 
National Vocational Qualifications (NVQs) and General National Vocational 
Qualifications (GNVQs) have become the benchmark for many types of skilled 
work (WES, 2003), although these qualifications may be achievable for some 
individuals with learning disabilities, for many of this group it is just not 
possible. Moreover, my experience of working with young people with 
learning disabilities on vocational courses indicates that the actual manual 
skills may be possible but the process of achieving qualifications is made too 
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difficult through complicated programme specifications and achievement 
criteria (WES, 2003). The language of NVQ appears incredibly complex for 
the skill level expected. 
Figures show (Lee, 2003) that in a large proportion of people with mild to 
moderate learning disabilities social. and economic deprivation may be a causal 
factor. Therefore, it appears logical that a 'cycle of learning disability' inay be 
taking place with some individuals suffering social and economic deprivation, 
resulting in mild to moderate learning disabilities exacerbated by disruptive 
family backgrounds. Such individuals may be yet further marginalised by their 
exclusion from employment with manual work being no longer as easily 
available. This marginalised group of people with leaming disabilities may not 
even have existed. in feudal times when manual work fori-ned the largest part of 
the employment market, The fact that workhouses actively encouraged this 
section. of the population. to stay due to their ability to work hard showed that 
they were well able to perfonn the manual tasks that were required of labourers 
(Rushton, 1996). According to Reeve (2002) the social exclusion of people 
with disabilities in contemporary society and the resulting economic 
disadvantages can lead to exclusion from counselling services due to lack of 
nil ability to pay and at the very least restricted choice of services and inequality 
of access. 
Giddens' (1999) view that an inclusive society is based on equality, which can 
be achieved through education, particularly in the basic skills of numeracy and 
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literacy, the lack of which serve to exclude people with learning disabilities 
from the labour market,, is challenged by Forrester (1999). She speaks of young 
people in contemporary society as being excluded from a society that 
essentially no longer exists, the notions of work and employment belon, (ty)ing to 
a bygone era. This may be particularly true for young people with learning Z) 
disabilities who may be condemned to remain on state benefits and cannot 
improve their skills enough to get a job, especially when, according to 
Forrester (1999) jobs just don't exist. Therefore, in Forrester's view (1999: 59), 
these young people with are excluded from what she describes as: 'the 
remnants of a society based on the work ethic'; also claiming that most young 
people have a dream of ii,. itegrating into a society that is geographically close to 
them but inaccessible to their biographies. The biographies of people with 
learning disabilities often already have exclusion written into them due to their 
difficulties in accessing mainstream education.. It is worth noting that such 
biographies may be valued in the narrative therapy approach to counselling and 
the newly emerging paradigm of client narrative as research: 
The practitioner using narrative therapy needs all the 
observation powers, persistence, care, deliberation, and 
delicacy of the archaeologist. From a few small pieces of 
information, the beginnings of a story located in a particular 
culture are constructed. 
(Monk, 1996: 3) 
. Inclusivity appears to be based on the premise that individuals and groups of 
people have certain rights that entitle them to be included in society and all 
aspects of social life, for example, access to the same sort of services as others, 
(Disability Discrimination Act, DfEE, 1995; Disability Rights Commission, 
MEE, 1999). According to present day natIonal and international legislation, 
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all human beings should have equal rights to the provision of services and 
membership of social groups, with exclusion being seen as restricting those 
rights and limiting opportunities for achievement of full potent'al. Examples of 
such legislation include: Declaration of the Rights of Disabled People (UN, 
1975 , the 
Convention. on the Ricylits of the Child (UN, 1989; Article2,23), the 
Standard Rules in the Equalisation of Opportunities for Persons with 
Disabilities (UN, 1993), Council for Disabled Children (1994), Human Rights 
Act (DfEE, 1998), European Convention on Human Rights and Fundamental 
Freedoms (UN, 1.970,1971,1990). However, the existence of legislatioii does 
not necessarily lead to individuals receiving equal services. Reeve (2002: 13) 
highlights the existence of oppression in the counselling room.: 
Counsellors, like all other people in society, are fed a stream 
of negative images and stereotypes of disabled people from 
a very early age, and these contribute to the continued 
dischmination and exclusion of disabled people in society. 
Wolfe et al., (1989: 11) acknowledge that counselling is part of the fabric of the 
wider social framework: 
Counselling is a 'social enterprise' and cannot be divorced 
from the social, economic and political environment in which 
it is practised. 
Therefore, it appears that the notion of equality of provision regarding 
counselling services is more complex than accessing the actual service I 
provision, it is the nature, or quality of the service and the processes involved 
that may need to be more fully explored and made transparent. The 
involvement of individuals and groups of marginalized people in the planning 
and provision of services is an example of citizenship in action, the claiming of 
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the civil rights referred to in human rights legislation. Examples of support for 
initiatives involving young people with leaming disabilities in the policy 
making and the planning of services include the Diana, Princess of Wales 
Memorial Fund (2003). 
3.2.4 Citizenship 
Giddens (1998) links inclusion firrnly to citizenship and civil rights, concepts 
that have their roots in Ancient Greek and Roman democratic societies. 
Citizenship 'looks set to be the sound-bite for the new millennium' suggests 
John Crace in his article 'The New Citizens' in the Guardian Educational. 
Supplement (February 2000). Dagger (1997: 100) states that: 
A true citizen will take an active part in public life and this must 
involvern. ore than an occasional trip to the polling booth. 
In the area of psychological and psychiatric services, user groups have 
developed in order to address the issue of taking an active part in public life. 
User contribution to the policies impacting on the care of themselves and 
others may be facilitated through the use of advocates (BILD, 2003). The use 
of advocates to enable people with learning disabilities to participate at 
conferences on learning disability issues by the British Institute of Leaming 
Disabilities is a good example of inclusion. Citizenship became a statutory 
subject in schools in the year 2000 with the National 
Cumculum for 
Citizenship (Crick Report, Qualifications and Curriculum Authority, QCA, 
1998) and can be used to further the notion of 'inclusive schooling' (Dyson et 
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al., 2004; Norwich and Kelly, 2002) and community/parental involvement 
(Homby, 2000). Crace (2000) refers to Blunkett's rationalisation of the 
importance of citizenship in the curriculum through examples of higher 
attainment by pupils in other subjects in schools where citizenship already 
. 
forms part of the personal and social education curriculum, thereby further 
endorsing meritocracy. On the other hand, one teacher is reported by Crace 
(2000) to have the following to say about citizenship in the curriculum: 
We felt it was a really important way of getting the children to 
understand that they do have a voice and that their opinions can 
make a difference. 
Issues included in the curriculum are those such as: democracy, community 
action, xenophobia, racism, refugees and human rights. Independent voluntary 
bodies such as: the Citizenship Foundation, the Institute for Citizenship, the 
Community Services Volunteers Association and the Council for Education in 
World Citizenship were nominated as potential resources for schools to draw 
upon in their implementation of the new curriculum for citizenship. 
Regarding citizenship in relation to inclusivitY, my experience as a tutor to 
young people with special educational needs highlights how individuals and 
groups may benefit from active citizenship: intellectually, practically and 
morally. One of my teaching colleagues carried out a 'Disability Access 4: ) 
Survey' of a small town in the n. orth-east of England, with a small group of 
further education students with multiple disabilities (both physical and learning I- 
disabilities). These young people assessed the accessibility of local social 
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venues, such as: shops, pubs, theatres, cinemas, health centres and sports 
centres. The results from. the survey highlighted venues that excluded these 
students due to physical inaccessibility. In the ensuing discussions Nvitli 
managers, proprietors and local council representatives the students learned, at 
first hand, the skills of advocacy, strength in a group approach to such issues, 
along with a working knowled e of disability rights legislation, using their 9 ID 
knowledge and skills to affect change. Although the notion of citizenship It) 
encompasses active participation in civil life, thereby pi-omoting inclusion, 
some individuals actively choose to exclude themselves from aspects of 
society. 
3.2.5 Voluntary and involuntary exclusion 
My discussion so far has referred to the process of involuntary exclusion. 
Giddens (1998: 103) puts forward the proposal that there are two types of 
exclusion, firstly, voluntary exclusion by those at the top of society (the 
affluent) 'the revolt of the elite', who choose to withdraw from the public arena 
for services such as education and health. Secondly, he describes the 
involuntary exclusion of those at the bottom (the poor, sick, disabled, culturally 
disadvantaged) who are effectively out of the mainstream of society, especially 
regarding access to opportunities. People with learning disabilities would fall 
into this second group. Giddens (1998: 109) quotes from the Report of the 
Social Justice Commission (1974: 174) in his proposal that social exclusion at 
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the bottom is self-producing due to the poverty cycle and that poor basic skills 
(e. g. literacy) lock people into this cycle: 
, 
It is ... absolutely essential to 
help adults without basic skills or 
qualifications to acquire them ... People without skills are five 
times more likely to become unemployed than those with higher 
educational level qualifications; in the end employment goes to the 
employable. 
However, the above quote misses the point in that some individuals cannot 
acquire the basic skills or qualifications due to their cognitive disabilities. On 
the other hand, Giddens (Ibid. ) is accurate in his claim that those with higher 
educational level qualifications are more likely to be employed. Statistics are 
available to support this claim along with figures that indicate higher levels of 
pay in university graduates (Organisation for Economic Cooperation and 
Development, OECD, 2001). Therefore young people with learning disabilities 
can expect to be financially disadvantaged by their disabilities. 
Alternatively, throughout history there have been individuals and groups of 
people who have been self-excluded from mainstream society through 
positively accepting poverty as a way of being, for example, monks of the 
Benedictine Order, who took vows of poverty and chastity (Russell 
1993/1946). During the 12t" century personal holiness was associated with a 
4 cult of poverty'. Peter Waldon (1170), a heretic crusader, gave all of his 
possessions to the poor and formed a society called 'the Poor Men of Lyons'; 
this group excluded themselves from the mainstream by practising extreme 
poverty and a 'virtuous life' (Russell 1993/1946). St. Francis of Assisi (118 1- 
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1226) and his religious order also practised extreme poverty, having to beg for I 
bread and take 'bospitality (lodgings) wherever it was offered' (Russell 
1993/1946: 441). Voluntary poverty and exclusimi has also been associated 
with ascetic mysticism, as in the case of Schophauer (1788-1860), a 
particularly pessimistic German philosopher who embraced Hinduism and 
Buddhism, he insisted that: 
.... the good man will practise chastity, voluntary poverty, fasting and self-torture. 
(Russell 1993/1946: 725). 
I have introduced the concept of voluntary exclusion in order to acknowledge 
that exclusion from mainstream society is not always negative; it may have 
positive benefits for sorn. e. However, it is one thing to be excluded and living in 4t) 
poverty and difficuIt conditions by choice but completely different to be forced 
into hardship by personal attributes beyond your control. Smail (2001) suggests 
that an. individual's lack of control over their own life can lead to psychological 
distress and mental health problems. At various points in history families with 
a member who suffered ill-health or disability were extremely disadvantaged, 
particularly if the person was an adult male who was excluded from the job 
market and had a family to support (Rushton, 1996). Mental illness and 
learning disability were conditions that often caused hardship and distress for 
families due to the individual's incapacity to work in the long-term and 
maintain their affairs. However , it was 
by no means certain that people known 
as 'idiots' could not hold down jobs because inuch of the employment in the 
past would have been well suited to the abilities of that section of society now 
described as having mild to moderate leaming difficulties due to the repetitive 
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nature of work on the land. In spite of this, it remains that a family supporting a 
person witb more severe leaming disabilities would be economically 4 
disadvantaged to a significant degree (Rushton 1996: 53): 
The failure of the mature male was the source of much 
greater anxiety and public attention: patriarchy depends on 
men being at the very least reliable. However, idiots may 
not have been regarded as being completely incapable of 
earning a living: one Ipswich man in the 1597 census of the 
poor was. found 'abell' to work, though in want. I 
In several of these Elizabethan urban surveys the presence of a mentally disabled person is a 
recognised element in the family's poverty (Rushton, 1999). My experience as 
a vocational tutor to young people with learning disabilities in a college of 
further education indicates that families in contemporary society also 
experience disadvantage due to having a family member with learning 
disabilities. In a society where parents need to work in order to maintain a 
reasonable standard of living there may be difficulties, for example, if there is a 
child with learning disabilities the parent may need to be available on standby 
to pick up the child from school when they have, for example, frequent 
epileptic fits. In spite of a child's inclusion in the educational system, the 
family may remain excluded in ways that are not immediately transparent. 
Young people with learning disabilities may have to remain on social benefits 
for most, if not all, of their lives. If self-esteem and self-worth is gained 
through academic achievement and work (Forrester, 1999) then it logically 
follows that many of this young client group may have problems with low self- 
esteem and lack of confidence. This has implications for the provision of 
counselling services. My experience of working with the families of young 
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people with learning disabilities indicates that there is a need for help and 
support to all family members. The presence of learning disabilities can affect 
the individual child, has an effect upon other family members, socially, 
emotionally and economically. For some parents of children with learning 
disabilities the education system provides the first experience of social 
exclusion. 
3.3 Inclusion: educational perspectives 
Inclusion is reportedly one of the major reforms of the twentieth century and it 
is claimed that education can help to combat social exclusion and bring young 
people back Erom the margins (Giddens, 1998). Dyson. et aL (2004) uses the 
term 'inclusive schooling' to refer to this process in the statutory compulsory 
mainstrearn education sector. However, Forrester (1999: 70) suggests that 
education is merely a way of conning children, conditioning them into a 
society that will eventually exclude them, that education is essentially a fake: 
Must it be thought a bad joke, an additional insult, to teach 
children about the rudiments of a life already denied to them, 
an already confiscated life, a life of which they are deprived 
in advance? 
Forrester (ibid. ) also speaks of the education systems of the westem world as 
educating children in a way that will exclude the vast majority, letting them 
keep their dreams and hopes until they reach. the point of looking for work, 
only to have these hopes and dreams dashed, but in doing so attributing their 
failure to themselves, thinking themselves not clever enough or persistent 
enough to get work, when really there is no work to be had. My work with 
young people with leaming disabilities in transition from school or college to 
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4work' supports Forrester's (1999) proposition; an individual's failure to get a 
job after leaving school. may be internalized as their own fault. However, others 
may be aware that it is unlikely that a young person with more than mild 
learning disabilities will be offered employment. Furthermore, when young 
people turn to drugs or crime, perhaps to console themselves, they are further 
excluded from society, labelled as deviant and used by others. The excluded 
are then ever more convinced of their own failings. The government's New 
Deal initiative (Department for Work and Pensions, DfWP, 1999) attempts to 
address the issue of exclusion through supported employment, with sorne 
degree of success. 
According to Giddens (1999), education and schooling should provide a 
weapon against social. injustice and yet there is an alternative view put -forward 
by Forrester (1999: 73): 
Instinctively, no doubt the children guess that teaching or 
pretending to teach what is cruelly anachronistic as if it is 
still relevant is one of the one of the only ways - the best 
one - for deceiving oneself so as to go on living by criteria 
now invalid, and thus ratifyi. ng them and prolonging illusions 
that engenders fatal misunderstandings and sterile suffering 
Regarding children with learning disabilities, who may find it even more 
difficult to get work on leaving school, it can therefore seem doubly cruel to 
prepare them for the world of work when this no longer exists. Interestingly, 
the 'world of work' also relates to the title of a Royal College of Arts (RSA) 
qualification available for young people with leaming disabilities. Forrester I 
(1999: 10) poses the following questions: 
Since these things are superfluous should they really be 
taught to people who are of no use? Is there really any 
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economic sense to it? Why give such people the means of 
waking up to the reality of their situation) 
Forrester (1999) suggests that the ways in which governments try to address 
unemployment are out-dated and ineffective, referring to ideas as 'endlessly 
rehashed training sessions, lifelong education and other outworn gadgets'. She 
gives the example of Robert Reich, the economist and former American 
Secretary of Labour who has put forward the above suggestions and points out 
that his newest idea is the notion of employability. By promoting the notion of 
'lifelong leaming' it appears that the jobs exist, if only people can be properly 
educated to take them. 
Gidden. s (1998: 102) uses the ten-n 'the revolt of the elite' to describe the 
voluntary exclusion of the Lipper middle class from state services, such as 
education and health.. Traditionally this section of society would have had their 
children educated in the grammar schools of the 50s, 60s and early 70s. 
However, since the abolition of the old tripartite system. of education in Britain, 
namely grammar schools, technical schools and secondary modern schools, in 
Ifavour of comprehensive education, increasing numbers of middle and upper 
middle class parents have chosen the independent sector for the education of 
their children. Children withlearning disabilities are mainly excluded from the 
private education sector because they cannot achieve the academic standards 
used as entry criteria, such as the Common Entrance Examination (Emetis, 
2004). Tomlinson (1983) refers to a new tripartite systern, which consists of 
independent education, the state comprehensive system and special education. 
The governnient's claims of prionty for a well-educated population, 
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particularly in skills training for the poorer groups in society could be criticized 
by Fish (1989), who could use his American n. eo-pragmatist perspective to I- 
dismiss this as the kind of discourse that is essentially rhetoric not theoretical, 
thereby causing difficulties in executing such strategies as inclusion when 
people have different interpretations. Blair's doctrine hinges on educatioii as 
being the most direct way to improve inequalities in society. However, 
Giddens (1998: 110) suggests that: 
Research from the United States and Europe 
demonstrates that education tends to reflect widcr 
economic i. nequali. ties and that these have to be tackled 
at source. 
Accepting the premise that education does indeed reflect existing inequalities 
in society, it seem. s to follow logically that the exclusion of certain individuals 
and groups from mainstream education will involve social, econ. ornic and 
cultural factors as in the wider society. Giddens (1998: 104) suggests that 
exclusion is not about 'graduations of inequality' but about 'mechanisms that 
detach groups of people fTom the social mainstream'. These mechanisms are 
referred to as those inherent in the cycle of exclusion, poverty, marginalisation 
and social exclusion. and are seen as major obstacles to learning, ensuring that 
children from economically disadvantaged backgrounds do not do so well at 
school (Mittler, 1999). The results of poverty are well documented and include 
educational failure and ill health. Ill health and poor nutrition m pregnant 
women have been shown to lead to abnon-nal. ities in their children, including 
leanling disabilities (Wood & Grigovenko, 2001). People with leaming 
disabilities may be at least in part excluded from mainstream society because 
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of the extensive use of jargon in everyday life and the need for more 
sophisticated literacy and numeracy skills in the workforce. The Report of the 
Social Justice Commission (1974: 174) provides evidence to support the notion 
that social exclusion at the bottom is self-producing due to the poverty cycle 
and that poor basic skills (e. g. literacy) lock people into this cycle. If 
Foucault's (1980) process of non-nalisation is applied to the education system 
National Curriculum in schools can work towards excluding children who have 
learning disabilities from mainstream education and eventually society. The 
testing and assessment processes mean that a comparison is produced between 
schools and pupils (e. g. league tables, SATs results), which differentiates 
between them and helps to distribute pupils, teachers and schools in a 
hierarchical formation. The concomitant feature of all. these processes, 
however, is exclusion, the dividing practice par excellence. Comparison of 
pupils excludes individuals from some levels by through homoge-nisation (in 
spite of the fact that people with learning disabilities are not a homogenous 
group); differe. ntiation and hierarchy are by definition based on exclusion 
(Copeland 1999). Nonnalisation appears to be advancing according to the 
statistics provided by the Department for Education (2005/1996) showing the 
increasing numbers of children excluded from school for each. of the following 
years: 
Year Excluded children 
1.991. 2910 
1992 3833 
1994 11,000 
1995 12,500 
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However, the figures for subsequent years reflect the changes in policies 
regarding exclusion (DfES, 2001b): 
Year Excluded children 
1997/98 12,300 
1998/99 109440 
1999/2000 8320 
2000/01 9140 
2001/02 9540 
2002/03 9290 
Inclusivity appears to be based on the premise that individuals and groups of 
people have certain rights that entitle them to be included in society and all 
aspects of social life, for example, access to the same sort of services as others, 
(Disability Discrimination Act, DfEE, 1995; Disability Rights Commission, 
WEE, 1999). According to present day national and international legislation, 
all human beings should have equal rights to the provision of services and 
membership social groups, with exclusion being seen as restricting those rights 
and limiting opportunities for achievement of full potential. Examples of such 
legislation include: Declaration of the Rights of Disabled People (UN, 1975), 
the Convention on the Rights of the Child (UN, 1989; Article2,23), the 
Standard Rules in the Equalisation of Opportunities for Persons with 
Disabilities (UN, 1993), Council for Disabled Children (1994), Human Rights 
Act (DfEE, 1998), European Convention on Human Rights and Fundamental 
Freedoms (UN, 1970,1971,1990). Visser, President of the National 
Association of Special Educational Needs (1,999), argues that special education 
has been given inuch attention in the political and professional arena. He also 
SLIggests that there has been a paradigm shift from seeing the child as having 
the problem to educational establishments having to address issues within the 
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organisation that act as baiTiers to inclusion. He goes on to enticise politicians, 
administrators, teachers and parents for their use of the term inclusioii as a 
mere slogan without having any understanding of the issues and their 
complexities. In the United Kingdom, according to Visser (1999), all children 
have been included in education for the past twenty to thirty years, some of 
with learning disabilities in. special schools with the majority in mainstream 
education. He highlights inclusion as a key theme in goveniment documents 
and policies of recent years. Inclusion is a ten-n used frequently M the 
contemporary educational context. In further education, for example, the 
Report of the Tomlinson Committee (Tomlinson, 1996) set out guidelines for 
colleges to fol, low in order to widen the participation of students with varying 
degrees of learning difficulties and disabilities in the post-16 education and 
training sector. The terni inclusion rather than integration was used in the 
Report with the implication that students with leaming difficulties would be 
included fully in the educational, social and civil processes of college life with 
extra support wh. ere necessary, rather than be simply 'slotted into' a 
mainstream. class. Tomlinson (ibid. ) outlined several models for the inclusion. 
of individuals in further education: attendance in mainstream classes (with 
support if necessary), discrete groups, or a mixture of both. The notion of 
inclusion echoes across the whole of the educational system and has resulted in 
the closure of some special schools with the aim being to include as many 
children as possible in the mainstream system. Thomas and Tarr (1999) 
descnbe the placing of students in mainstream classes as functional intcgration 
as referred to in Warnock (DESSENS, 1978) rather than inclusion, whilst 
108 
Croll and Moses (2000) link inclusion and functIonal Integration together 
arguing that inclusion adds nothing that functional integration doesn't already 
have. Skidmore (1999) indicates that there are several barriers to inclusion, not 
least the different interpretations of the meaning of inclusion by educators. 
Zollers et al., (1999: 1.58), in their anthropological study on inclusive school 
culture, define inclusion as: 
A complex educational model, which has been discussed in 
terms of social justIce, an educational programme wherein 
students with disabilities learn alongside their age-appropriate 
peers in general education classrooms with appropriate aids 
and services. 
In order to explore the notions of inclusion and exclusion more fully it seems 
useful to take an historical look at how individuals come to be excluded from 
the mainstream. educational system.. A sociological approach will be used in an 
attempt to analyse some of the social, economic, political and professional 
pressures that have contributed to the process of exclusion of a large number of 
schoolchildren. Booth and Ainscow (1998: 2) propose that in. taking a broader 
view: 
Inclusion or exclusion are as much about participation 
and marginalisation in relation to race, class, gender, 
sexuality, poverty and unemployment as they are about 
traditional special education concerns with students 
categorised as low in attainment, disabled or deviant in 
behaviour. 
Booth and Ainscow (ibid. ) also provide a definition of inclusion, which 
involves: 
The processes of increasing the participation of 
students in, and reducing their exclusion from, 
mainstream curricula, cultures and communities. 
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Sebba, and Ainscow (1996) suggest that defining inclusion is one of four broad 
themes that emerge from their analysis of the literature on inclusive education, 
arguing that inclusion is intrinsically linked to school effectiveness and cultural 
cbanges. Copeland (1999) of the University of Reading in bis examination. of 
aspects of SEN and nomialisation highlights the circuladly of the definition of 
SEN in the Warnock Report, which in providing a definition introduces the 
concepts of special educational provision. and leaming difficulties without 
offering any precise meaning for these terms. The Education Act of 1981 
(DES) followed most of the Wamock recommendations and defined SEN in 
terms of learning difficulties and its relationship to special educational 
provision. 
Copeland (1999) makes the case that what is taught in. schools, in other words, 4- 
the National Curriculum , is essentially normative and 
based upon Foucault's 
notion of objectification of the subject, that is the pupil, through the use of 
what he calls pseudo-science, or knowledge that has no empirical basis or 
theory. In this case the National Curriculum which involves testing and 
distribution on various levels is not based on any particular theory or theories 
of learning nor on any theory of curriculum, and to this end is arbitrary, 
providing an example of how non-nalisation creates exclusion. 
Normalising judgement and hierarchical stirveillance are 
particularly conspicious in examinations. Exams lie at the 
heart of discipline ...... 
Nowhere does the sLiperii-nposition 
of power and knowledge assume such a perfect visibility.... 
(Merquior 1991: 94) 
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National Curriculum and testing follow closely Foucault's process of 
normalisation in that they compare schools and pupils, differentiate between 
them and distribute pupils, teachers and schools in a hierarchical forniation. 
Booth and Ainscow (1998) highlight the revolving door process, a continual 
process of inclusion. and exclusion, that is apparent in that some students come 
in. through the front door in line with contemporary inclusion policies, whilst 
others, namely those with emotional and behavioural difficulties are sent out 
through the back door, or effectively excluded. 
3.4 Summary 
In this chapter I have explored some of the legislation, policies and practices 
around human rights, social inclusion/exclusion and education along with 
implications for counselling and psychotherapy practice in relation to young 
people with leaming disabilities. I have highlighted some of the processes of 
discrimination in health care, education and civil life and the effects upon the 
lives of this group of young people and their families. The phenomenon of dual 
diagnosis and the potentially life-threatening effects of depression have helped 
to build my case for making counselling and psychotherapy more accessible to 
young people with learning disabilities. Through my discussion of equality, 
power imbalance and the relevance of political concepts such as citizenship 
and advocacy I have attempted to provide a firm rationale for inclusion of 
young people with learning disabilities in counselling practices and processes. 
This will be used in conjunction with the results of my research to provide a 
firm foundation for the development of a model for good practice in 
counselling this client group. 
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Although inclusion has become an important policy agenda for the education 
system in the UIK, I have highlighted areas of potential exclusion that are not 
transparent such as education and training aimed at employment that is not 
necessarily available (Forrester, 1999). By drawing upon human rights policies, 
politics, economic debates and educational policies I have made more 
information available upon which to build my thesis. The main exclusionary 
practices that relate to young people with learning disabilities and appear to be 
inherent in the social and political fabric of contemporary British society are 
lack of access to services through processes of exclusion, lack of power, 
resulting in oppression and lack of realistic choice. The next chapter will 
examine the notion of counselling and examine this in relation to young people 
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Chapter 4: Counselling and Young People 
4.1 Introduction 
This chapter explores the nature of counselling as a therapeutic psychological 
intervention for young people. I examine the literature in an attempt to define 
counselling, a task made more difficult due to the nomenclature used for 
counselling interventions, for example, psychotherapy. The difference between 
counselling and the use of counselling skills used with other roles is examined 
along with the concept of guidance. I identify a variety of models of 
counselling and explore several differing theoretical orientations. The NHS is 
driving forward the increasing requirement that therapeutic help is based upon 
research evidence and as the largest single employer of counsellors (Goss and 
Rose, 2002) this concept is permeating other providers of counselling services 
and agencies as best practice. I explore the notion of effectiveness of 
counselling young people in relation to the quality paradigm of evidence-based 
practice. It seems important to find out which type of counselling works with 
young people in general before relating this to young people with learning 
disabilities. 
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Counselling does not take place in a vacuum; all interventions are embedded 
within a context. I examine briefly the various contexts in which counselling is 
provided for young people. The counsellor is an important variable in the 
provision of therapeutic help to any individual. I explore the characteristics of 
counsellors that are found to be most useful to younger clients and tease out the 
notion of an effective counsellor. Creative approaches and techniques have 
been found to be useful in counselling. In this chapter I examine briefly a 
variety of creative counselling approaches. Although there are various means 
of communication, including creativity, verbal language remains the most 
widely used. Therefore, I include a fuller section on the use of language in 
counselling, which explores concepts such as speech modification, verbal 
interaction, discourse management and simple/complex language use. Finally, I 
explore the nature of adolescence and look at the most commonly presented 
psychological problems or issues. The therapeutic relationship between a 
young person and their counsellor may have characteristics related to the 
adolescent's developmental stage. Therefore, I also examine the nature of 
effective counselling relationships with young people. 
4.2 The nature of counselling 
The use of counselling as a therapeutic intervention for psychological problems 
is increasing. In the context of the NHS, the largest single employer of 
counsellors and psychotherapists (Goss and Rose, 2002: 148), there has been a 
significant increase with the number of GP surgeries offering counselling 
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rising from 31-51% between 1992-1998 and a 1996 MORI poll showed that 
86% GP patients would rather see a counsellor than take tranquillisers or anti- 
depressants (Mellor-Clark, 2000). Counselling is accepted more readily by 
society and individuals have expressed positive attitudes to therapy (Future 
Foundation, 2004). My experience as a researcher indicates that there are more 
references to counselling in a variety of publications and a greater number of 
'hits' on electronic databases and search engines. Moreover, there is a 
proliferation of internet counselling services and columns offering counselling 
in the popular press. Smail (2000) claims that where once in times of emotional 
and spiritual trouble people would have turned to religion they now find an 
alternative in counselling. My private counselling practice has become busier 
and I have had to set up a waiting list for the first time in a number of years. As 
a counselling supervisor I have more inquiries and act as consultant to an 
increasing number of individuals and organisations, whilst as a counselling 
trainer I see a greater variety of courses providing for a flourishing 
qualification market. I also see the resulting difficulties in this situation such as 
lack of training placements and low-paid sessional work for many qualified 
counsellors. The research agenda in counselling is progressing (McLeod, 
2002) and the field is gaining greater recognition as a subject in its own right 
(Research Assessment Exercise Review, DfES, 1999). However, regarding the 
provision of counselling for young people with learning disabilities the results 
of my research will test the hypothesis that although counselling may be 
helpful it is difficult to access and largely excludes this client group. 
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4.2.1 Defining counselling 
A definitive description of counselling is difficult to provide for several 
reasons. There is no universal definition. Firstly, individual therapists both 
confuse the issue and muddy the waters by using varying styles and modalities 
differently. Secondly, the terminology for what may be classed as similar 
activities includes counselling, psychotherapy and guidance. Thirdly, what 
counselling actually is may be determined by the context: pastoral counselling 
is spiritual/religion based; workplace counselling examines occupational issues 
(McLeod, 2002); stress counselling may provide debriefing/coping skills and 
motivational counselling may involve coaching. Although the terms 
counselling and psychotherapy are often used interchangeably, as they are in 
this study, differences between them are highlighted in an ongoing debate over 
the professional use of each (Syme, 2000). In the UK guidance traditionally 
belongs to the educational context in the form of help for children with special 
educational needs and career advice. Reflecting earlier views of counselling 
Milner (1980: 13) suggests that counselling is part of a guidance role that 
includes vocational, academic and personal guidance: 
The presentation of knowledge, information and/or advice to 
individuals or groups in a structured way so as to provide 
sufficient material upon which they may base choices or 
decisions. 
Milner (ibid. ) also differentiates between guidance and counselling pointing 
out that guidance is offered from a wide range of people, including tutors, 
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doctors, social workers, nurses, welfare officers, to name a few, while 
counselling is provided by someone with specific training. This seems to run 
parallel with the BACP's (2002: 3) definition of the use of counselling skills as 
opposed to the provision of counselling: 
The intentional use of specific interpersonal skills which 
reflect the values of counselling. The practitioner's primary 
role (e. g. nurse, tutor, line manager, social worker, personnel 
officer, helper) is enhanced without being changed. The client 
perceives the practitioner as acting within their primary 
profession or/and caring role which is not that of being a 
counsellor. 
Nelson-Jones (1999: 3) defines counselling as: 
.... a special kind of helping relationship; as a repertoire of 
skills; as a psychological process; or in terms of its goals.... 
How does counselling differ from the use of counselling skills? Is there a 
difference? According to Nelson-Jones (2003), in counselling relationships 
counselling is the primary activity, but in helping relationships counselling 
skills are only part of the role of the caring professionals who use those skills. 
Counselling skills are an adjunct to their primary roles, showing consistency 
with the BACP definition. Moreover, Woolfe (1997: 4) suggests therefore that: 
'the activity of counselling is not confined to the works carried out by those 
people fonnally designated as counsellors'. Sanders (1996) highlights an 
interesting distinction between the casual informal use of counselling skills and 
ethically protected, fon-nal and contracted counselling. He claims that when he 
is using counselling skills he may be informed by counselling aims. However, 
he is undertaking the activity of pure counselling he will also have counselling 
aims and goals and be governed by counselling boundaries, codes of practice 
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and ethics of the counselling profession rather than another profession such as 
social work or teaching. This is a view supported by professional counselling 
organisations in their codes of practice and ethics (BACP, 2002). Bayne and 
Nicholson (1993: 10) also make reference to what are essentially boundaries 
and ethics: 
In the use of counselling skills there are usually no 
standardised ways for making an offer of time and availability, 
negotiating the terms on which counselling is being offered, 
particularly with regard to confidentiality, which may be 
compromised by the plurality of roles, and the importance of 
independent supervision and support. 
Therefore, counselling appears to be a contracted role with specific clients, the 
use of counselling skills being carried out by someone with dual roles. 
However, it appears that, whether provided by a professional counsellor or 
other caring professional, what really matters is a relationship in which the 
individual can share their thoughts and feelings. It also matters that they be 
understood from their internal frame of reference within a non-directive 
climate of wan-nth and trust (BACP, 2002; DoH, 2001; Woolfe, 1997; Sanders, 
1996; Nelson-Jones, 2003). 
Although differences between counselling and the use of counselling skills 
may now seem clearer and in spite of a somewhat blurred definition of 
counselling in the UK, globally the diverse nature of counselling is even more 
apparent, with counselling encompassing many different activities. For 
example, Malindzsisa et aL, (2001) equates academic advice in distance 
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learning with counselling. Nolte (2001) describes counselling as guiding, 
enabling, facilitating, planning, organising, motivating, educating and training 
the client in self-help skills. Naidoo and Sehoto (2002) point out that another 
term for counselling in many African countries may be healing and whereas 
counselling and psychotherapy in the west has its roots in theological, 
anthropological, psychiatric and psychological literature/theory, a vast 
knowledge base exists in oral form in Africa. Naidoo and Sehoto (2002: 7) give 
a definition of psychotherapy: 
Psychotherapy (in broad terms) is the provision of a 
containing, facilitative forum for the restoration of a healthy, 
productive level of functioning of a client seeking assistance. 
The question to ask is: what does one facilitate? 
The above definition attempts to clarify the nature of therapy in simple and 
broad terms. However, it captures the very essence of the difficulties 
encountered when trying to be more concrete and specific, clarity is tempered 
by the posing of the question 'what does one facilitate? '. Such difficulties in 
definition make research design, control of variables and the measurement of 
therapy outcomes more difficult. It has also been suggested that counselling is 
essentially the offer of love in return for money (Smail, 1995; Ferenczi, 1955; 
Halmos, 1966; Lomas, 1973), which, if true, would make measurement even 
more complex and difficult. How does one measure love? 
McGuiness (1998) recognises the diverse nature of counselling and suggests 
that 'counselling is a multi-dimensional concept' that is used to describe 
various personal contact activities. However, as counselling 
has become more 
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professionally organised in the UK there is an increased tendency to provide 
narrower and more exclusive explanations of counselling (Bayne and 
Nicholson, 1993; McGuiness, 1998; Bond, 2000). The following diagram 
(Figure 1) highlights the differences between various types of relationships and 
the use of interpersonal skills, depicting a continuum rather than strictly 
delineated activities. 
Figure 1: Human Interaction Continuum 
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For example, 'being there' for someone involves providing support and 
sympathy via a relationship that entails talking or chatting. Although a variety 
of relationship building skills are used in 'being there', counselling involves 
the use of specific skills and techniques and applies these to develop a dynamic 
therapeutic process in the client. 'Being there' can be comforting and 
supportive but is not necessarily a mutually dynamic process and can involve 
one person becoming dependent on another. Counselling, on the other hand, is 
likely to be challenging rather than comforting and may be painful and 
dynamic in its process leading to movement, growth and independence rather 
than a reliance on the helper. As McGuiness (1998) suggests, the provision of 
help through human interaction may lie along a continuum with 'being there' 
in a supportive way through talk and chat at one end of the scale and actively 
facilitating a growth process through counselling at the other. The use of 
counselling skills in an incidental or alternatively a measured way comes 
somewhere in between. Figure one highlights the polarities of 'being there' and 
counselling and the continuum between. 
Smail (2001: 3) draws attention to the difficulties in defining psychotherapy by 
also placing 'psychotherapy' on a continuum, which has similarities with the 
-1-ove chart: au 
Psychotherapy' can range from the intricate and closely woven 
theories of human personality and mental functioning, which led 
Sigmund Freud and his followers to develop the techniques of 
psychoanalysis, to brief commonsensical chats between medical 
practitioners and their patients ('supportive psychotherapy') which 
consist of little more than sympathetic listening and more-or-less 
considered advice. 
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Counselling as a therapeutic intervention may have potential for causing harm 
to clients (Egan, 2001; McGuiness, 1998), therefore it should be regarded as a 
skilled activity that requires training (Bumard, 1997). The BACP Ethical 
Framework for Good Practice in Counselling and Psychotherapy (2001: 5) 
provides the following guidelines regarding training: 
Good standards of practice and care require professional 
competence, good relationships with clients and colleagues; 
and commitment to and observance of professional ethics. 
The following definition of counselling is provided by BACP (2002: 3.2): 
Counselling takes place when a counsellor sees a client in a 
private and confidential setting to explore a difficulty the client 
is having, distress they may be experiencing or perhaps their 
dissatisfaction with life, or loss of a sense of direction and 
purpose. It is always at the request of the client as no one can 
properly be 'sent' for counselling. 
BACP (ibid. ) go on to clarify what counsellors actually do, listing activities 
such as: listening attentively and patiently, perceiving the client's difficulties 
from the client's point of view; helping clients to see things more clearly, 
possibly from a different perspective; reducing confusion and facilitating 
choice and change. Smail (2000) suggests that the best way to find out what is 
troubling a person is to listen alertly and sensitively. Furthennore, counsellors 
help clients to explore aspects of life and feelings; examine behaviour and 
difficult situations; help clients to initiate change and explore options. It is 
stated clearly that both advice giving and providing clients with direction are 
not components of counselling. This contrasts with international perspectives 
on what constitutes counselling (Naidoo and Sehoto, 2002; Nolte, 2002; 
Trivasse, 2002; Pattison, 2004). Although it could be argued that the BACP 
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provide information regarding practice within the British context, the 
perspective of other cultural views on counselling appears to be absent. The 
British Association of Psychotherapists (BAP, 2002) provides a similar but 
subtly different definition of psychotherapy on their website, differences being 
apparent in the use of terminology from the medical model (patient) and in 
reference to unconscious processes, which fit in more readily with a 
psychoanalytic/psychodynamic approach to therapy: 
A process of exploration undertaken by the therapist and 
patient together. The patient is encouraged to reflect on 
matters uppermost in his/her mind during regular 50 minute 
sessions. Feelings, thoughts, wishes, memories and dreams 
may be explored. The patient is helped to understand 
unconscious processes which affect everyday thought 
and behaviour. The patient will gain greater understanding 
and move towards more appropriate ways of being and coping 
with difficulties. 
The above definition makes no provision for excluding certain activities such 
as advice giving. The two definitions above (BACP, 2002; BAP, 2003) have 
commonalities regarding exploration and examination of the client/patient's 
difficulties leading to change and increased ease in daily living. 
It is apparent from the definitions examined that there are several key 
components to counselling, the participants (counsellor and client), the 
relationship, goals and processes. The BACP (ibid) definition firmly places 
counselling as a conscious process that occurs when one person (the client) 
seeks help and shares his/her concerns with another (the counsellor). Egan 
(2001) describes counselling as a helping process and a psychological learning 
process, whereas Clarkson (2003) refers to a process of self-awareness. Rogers 
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(1946), on the other hand, claims that the counselling process involves the 
client getting in touch with his/her 'real self. Jacobs (2000) proposes that 
clients become aware of how the past influences the present and develop a 
raised awareness of unconscious psychological material, whilst Van Deurzan 
(2003) submits the notion of working with the client to help them to come to 
terms with 'being'. It appears that the counselling process as a fixed construct 
does not exist; rather it is the theoretical basis for therapy that determines the 
actual process, 
4.2.2 Models and theoretical approaches to counselling 
Models and theoretical approaches are two different concepts, a model being a 
framework for the practice of counselling able to incorporate differing 
approaches, for example, Egan's Problem-Solving model (Egan 2001). This 
.r 
model draws from both humanistic and cognitive behavioural theory. Other 
models include Gilmore (1973), CORE (Mellor-Clark, 2000) and Dasie 
(Nelson-Jones, 1997). Although there are many theoretical approaches to 
counselling, they can be divided into three broad groups: humanistic, 
psychodynamic and cognitive-behavioural, each has underlying philosophical 
assumptions and associated key concepts (Corey, 1995). Just as the counselling 
process differs with each approach the nature of the relationship between 
counsellor and client differs. The person-centred approach requires the 
counsellor to build up a relationship based upon Rogers' (195 1) core conditions 
of unconditional positive regard or non-judgemental acceptance, empathy and 
congruence within an atmosphere of warmth and trust. However, the 
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psychodynamic approach regards the relationship as a therapeutic alliance with 
the dynamics of transference and counter-transference forming an integral part 
of therapy (Jacobs, 2000). On the other hand, there is little reference to the 
relationship in the literature on cognitive-behavioural therapy. The BACP 
(2002: section 3.1) refers to the concept of variations in the counselling 
relationship: 
The objectives of particular counselling relationships will 
vary according to the client's needs. Counselling may be 
concerned with developmental issues, addressing and 
resolving specific problems, making decisions, coping with 
crisis, developing personal insight and knowledge, working 
through feelings of inner conflict or improving relationships 
with others. The counsellor's role is to facilitate the client's 
work in ways which respect the client's values, personal resources 
and capacity for choices within his or her cultural context. 
Although there is reference to a varying objectives and types of counselling 
relationships in the above quote it is not made clear how they may vary. On the 
other hand, the qualities and values inherent in the relationship are stated with 
great clarity, reflecting the nature of a person-centred counselling relationship. 
Sinason (2004: 40) refers to the use of empathy in building the therapeutic 
alliance of psychodynamic therapy: 
... I became aware of the need 
for an empathic response 
with facial expression and voice tone... 
Sinason (1992) proposes three main stages to therapy, firstly, working on a 
reduction of any secondary handicap developed to cover up the trauma of being 
different, examples of this include the 'handicapped smile', inappropriate 
dress, behaviour or speech. This is followed by the second stage where clients 
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may become extremely vulnerable and depressed as they work with the 
awareness of their learning disability. Thirdly, the client enters the stage of 
working with and through their disabilities with the potential to improve 
internal and external functioning. 
With regard to multi-cultural perspectives, if a client values direction, advice 
and guidance (consistent with the perception of counselling in some cultures, 
for example China (Stanko, 2004) would this mean it is acceptable to change 
the nature of the relationship to reflect these values? Smail (2000) suggests 
that the very essence of the person (client and counsellor) is involved in a form 
of mutual relatedness, comprising solidarity and mutual assistance and that 
comfort is gained from this solidarity. 
On the other hand, models of counselling tend to be based upon the systematic 
organisation of skills and techniques (Egan, 2001; Gilmore, 1973; Nelson- 
Jones, 1997; Burnard, 1997). Although Rogers (1951) claims that the 
relationship is both necessary and sufficient to promote therapeutic change in 
clients, McGuiness (1998) suggests that specific skills and techniques are 
needed to some degree. Consequently, counselling could be defined as 'a 
repertoire of skills' (Nelson-Jones, 1997,1982). Smail (2000) claims that 
increasingly, therapists will be trained in listening skills and providing warmth, 
empathy and genuiness until they conform to the stereotyped professional 
therapist. Furthennore, he predicts that: 
the nature of the association between client and counsellor 
will be changed from a relationship into a time-limited 
contract 
(Smail, 2000: 4). 
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Moreover, my experience as a counselling supervisor supports Smail's clalm, 
particularly in the contexts of the NHS and occupational provision of 
counselling Moreover, brief therapy models such as so lution- focused are 
increasing in use and the number of sessions allocated to each client is 
generally restricted to between three and six. This is in spite of NHS 
recommendations (DoH, 2001) that around sixteen sessions are generally 
needed to promote change in clients, suggesting that counselling provision may 
well be driven by market pressures rather than client well-being (Smail, 2001, 
20005 1995). 
Counsellors' choice and use of skills differ according to their theoretical 
orientation, the issue the client is bringing to counselling and with different 
groups of clients (Sanders, 1996: 8): 
Counselling skills are interpersonal communication... used 
in a manner consistent with the goals and values of the 
established ethics of the profession of the practitioner in 
question. 
It is significant that in research on the effectiveness of counselling the 
theoretical approach or skills are not the primary factor, rather it is the 
relationship that appears more important (DoH, 2001). 
4.2.3 Effectiveness of counselling and evidence-based practice in 
counselling young people: what works? 
127 
There is an increasing emphasis on evidence-based practice in the 
psychological therapies (Goss and Rose, 2002), therefore aims, objectives and 
outcomes have become central to counselling provision and the measurement 
of effectiveness. However, at the present moment there is no such significant 
evidence-base for counselling young people with learning disabilities, although 
a recent systematic review of the research in counselling children and young 
people in general has been carried out (Harris and Pattison, 2004). The aims of 
counselling and psychotherapy can vary between: 
... the 'cure' of neurotic or other disturbances in individuals 
thought to be mentally ill and the 'acquisition by mentally 
well-adapted and socially successful people of heightened 
states of self-awareness, transpersonal consciousness, and 
individuation. 
(Smail, 2001: 3) 
The BACP (2002) gives a similarly broad idea of aims and objectives. The 
powerful move towards counselling practice based upon identifiable results of 
research is to a large part driven by the NHS and the continual addition of 
research evidence to the international Cochrane Collaboration Database (2001). 
However, this comes as no surprise because the founders of counselling and 
psychotherapy and their intellectual mentors were from the field of medicine 
(Smail, 2002). Moreover, contemporary counselling has identified itself to at 
least some degree with the scientific tenets of medicine in order to attract 
funding (O'Carroll, 2002). However, reflecting on the question of providing 
evidence for the claim that psychodynamic counselling is effective, suggests 
that the traditional scientific paradigm is limited in its capacity to explain and 
measure the benefits of counselling (O'Carroll, ibid). The Cochrane Database 
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is one of the most powerful and influential collections of research material 
world-wide and increasingly counselling studies are being added to the 
database, which categorises each research study according to strict quality 
, guidelines with random controlled trials forming 'best evidence' (Cochrane 
Collaboration Database, 2001). Up to date cognitive and behavioural fonns of 
therapy make up the larger part of the research base in the Cochrane category 
of 'best evidence'. This may be due to more easily measurable behavioural 
outcomes of therapy, the affiliation of cognitive-behavioural therapies with the 
medical model, which is most likely to be used by psychologists and the 
scientific research tradition of psychology. The measurement of therapy 
outcomes is based upon the parameters of aims and objectives and the 
consequent evaluation of success or effectiveness of therapy in relation to 
these. Comparative studies are more likely to be found in Cochrane's category 
of best evidence in counselling and psychotherapy because random controlled 
trials involve the use of control groups (CRD, 2002) and a control group which 
offers no treatment or a placebo to individuals in psychological distress would 
be viewed as unethical (Goss and Rose, 2002). Freud's research output was 
vast, however, it is based upon single case studies, placing it in the category of 
low quality evidence (CRD 2002). More recently McLeod (2002) has 
highlighted the potential of case study research as valuable to practitioners and 
more valid if carried out rigorously and systematically. A discussion at the 
BACP Research Conference (May, 2003) highlighted the value of using many 
single case studies by different practitioners and attempting to answer the same 
research questions in order to produce valid and generalisable results. 
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It is apparent that judgements need to be made about what constitutes human 
mental health and happiness in order to measure them and assess whether 
clients have improved following therapy (Smail, 2002). Moreover, Smail 
(ibid. ) claims that such judgements cannot be made without having a theory of 
how people are ought to be, a theory of how to bring about change and that 
therapists and researchers are not always fully aware of their underlying values 
and assumptions. For example, Freud's theory and therefore research is based 
on reductionism and determinism. 
At the turn of the century Freud's claims of a 'psychic 
determinism' competed with attempted explanations from 
the biological sciences that then composed scientific medicine. 
(Boszonneyi-Nagy and Krasner, 1986: 43) 
Freud applied his instinctivist approach, with its combination 
of biological reductionism and cultural conservatism, to grand 
problems of society and history... 
(Cohen, 2001: 37) 
He viewed the therapist's role as neutral and impersonal, whereas 
contemporary research shows the relationship between counsellor and client to 
be most the most effective variable in the helping process (DoH, 2001). 
Therapy based upon behaviourism is more likely to be measurable by 
traditionally scientific criterion, however, the use of such criteria, which are 
deemed to be objective, appears to be based upon similar values to Freud's 
theories in that it is reductive, mechanistic, deterministic and impersonal, it is 
the technique of therapy that seems important, not the person of the therapist 
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(Smail, 2002). Such variables are not easily measurable and the context in 
which counselling takes place also presents a set of variables to be accounted 
for in research. 
4.2.4 Contexts of counselling young people 
Counselling takes place within a wide variety of settings including statutory 
organisations such as the NHS in the fonn of Child and Adolescent Mental 
Health Units (CAHMS), social services (looked after children, adoption 
services), the Youth Justice system, education (school counsellors, educational 
psychologists) and employment (Connexions). The voluntary sector provides 
counselling through charitable trusts, religious organisations and projects that 
rely on the work of mainly, though not exclusively, unpaid counsellors, for 
example, Relate and Cruse Bereavement Care. Community services consist of 
youth work projects and social inclusion projects such as 'Include'. However, 
the picture is not as clear as it may first appear because some volunteer 
agencies receive funding from statutory organisations to enable them to 
provide care where there is a perceived need and others are of a semi-volunteer 
nature with counsellors being paid a small fee, for example, MRýD and Relate. 
Private provision can be delivered by organisations such as employer 
assistance providers (EAPs) or through self-employed individual counsellors 
who may also have other jobs. 
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4.2.5 The counsellor 
We are social animals. At times of trouble we draw comfort in 
being associated with others. There is a lot of truth in hackneyed 
sayings such as 'a trouble shared is a trouble halved'... having 
someone to talk to, someone to listen, is in and of itself 
'therapeutic', that is to say, comforting and reassuring. It doesn't 
take a genius to establish this-its part of everyday human experience. 
Of course some people are more comforting and reassuring to talk 
to at such times than others... 
(Smail, 2000: 4) 
The above quote connects well with contemporary research agendas which 
explore the nature of the counselling relationship with the intention of 
identifying characteristics of the counsellor and the relationship which best 
provide help for distressed clients (McLeod, 2002). Moreover, the value of the 
counselling relationship in promoting client change and the nature of the 
relationship required for counselling to be effective has been well-documented 
(McLeod, 2002; Mellor-Clark, 2000). The BACP (2002: section C. 1) provides 
, guidelines 
for the type of qualities the counsellor should have in order to be ; I-- 
working ethically with their clients: integrity, impartiality and respect for the 
client. Rogers (195 1) promotes the notion of 'non-possessive warmth' as an 
essential quality of the effective counsellor. Smail (2000: 4) introduces the 
concepts of good and bad therapist, suggesting that good therapists share the 
following charactenstics: 
A kind of honesty, an awareness and readiness to distinguish 
between one's own interests and those of one's clients, a 
willingness and ability to face without flinching the bleaker 
sides of life and a tolerance of and affection for otherness. 
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Gilliland and McGuiness (1989: 30) also claim that clients are most likely to be 
helped by counsellors with greater self-awareness, those who address the 
question: 'Who am IT 
Smail (2000) casts the counsellor in the role of negotiator at the beginning of 
therapy, changing to accomplice and supporter as therapy progresses, 
proposing that the counsellor's main instrument for understanding the client is 
him/herself The self may be much more than merely 'counsellor'. Therapists 
come from diverse backgrounds, bringing with them the various layers of what 
has been life before counselling. Examples of distinct career changes include 
moving from journalism to counselling victims of violent crime (Pointon, 
2002) building work and the business world (Clarke, 2002). 
There is also a financial perspective to counselling with the counsellor earning 
a living Erom their work with clients. Smail (1995) claims that counsellors 
avoid honest talk about financial matters yet suggests that this dimension of the 
counsellor cannot be ignored. The following quote from Freud (Letter to 
Wilhehn Fleiss, 21/9/1899) highlights the subjectivity of the counsellor's 
financial involvement: 
A patient of mine with whom I have been negotiating, a 
'goldfish', has just announced herself -I do not know whether 
to decline or accept. My mood also depends very strongly on my 
earnings. Money is laughing gas for me. I know from my youth 
that once the wild horses of the pampas have been lassoed, they 
retain a certain anxiousness for life. Thus I have come to know 
the helplessness of poverty and continually fear it. You will see 
that my style will improve and my ideas will be more correct if 
this city provides me with an ample livelihood. 
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The above quote identifies one of Freud's basic motivations as a person and the 
realisation that for some counsellors' financial motivation may be the primary 
consideration, whilst for others although the need to earn a living may be an 
important factor it is not necessarily the main drive. On the other hand, there 
are counsellors who provide their services free or at a reduced fee, both in the 
voluntary sector and in the private sector through the notion of a 'sliding scale' 
of fees (BACP, 2002). The notion of fees is discussed at length by Friery 
(2003) who concludes that generally counsellors provide a professional service 
but actually earn less than most other professionals by the time overheads and 
taxation costs are paid. Moreover, he claims that many counsellors provide pro 
bono work and also lose earnings through clients who cancel appointments or 
do not turn up for their sessions. Smail (1995) picks up on the theme of 
financial considerations in counselling by suggesting that counselling is 
essentially the provision of love for money and that this is only part of the 
exploitation and control of individuals through the systems of society and West 
(1998) discusses the economic considerations of counselling. 
4.3 Counselling and creativity 
Creativity is often associated most with childhood, hence the use of play 
therapy with children (Axeline, 198 1; Landreth, 2002). Although young people 
with learning disabilities may be developmentally delayed in their cognitive 
"U. abilities, other areas of development may be in line with normal trajectories; 
therefore, it seems important to provide age-appropriate ways of accessing the 
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counselling process creatively. Moreover, Geldard and Geldard (1999: 129) 
suggest that adolescents are: 
... able to think more abstractly ... and are able to understand 
and use symbols, metaphors and other forms of creative 
representation. Many adolescents use artistic methods to 
express themselves and convey meanings about their lives 
to others. 
Although graffiti may be classed as a negative form of artistic portrayal of 
identity and meaning when carried out in inappropriate places, my own 
experience of adolescence brings forth memories of endless doodling and 
decorating of objects such as rucksacks, handbags, pencil cases and clothing as 
both a process and a end in itself I was an adolescent in the era of tie-dye T- 
shirts and jeans with velvet trims made by my friends and myself My personal 
experience has informed my counselling and helped me to facilitate creative 
work in adolescents. Young people in contemporary society may show their 
individuality through artistic media such as permanent and henna tattoos, hair 
braiding and body piercing. Younger children may not have the words to 
express themselves effectively because of their stage of verbal and cognitive 
development (Bruner, 1986; Piaget, 1970; Vgotsky, 1962); therefore they may 
require creative forms of self-expression. However, adolescents may choose 
creativity to symbolise difficult events in their lives, relationships and feelings 
Geldard and Geldard (1999). Teenagers' ability to think abstractly and deal 
with complex concepts mean not necessarily mean that they are able to 
verbalise what they think or feel. Geldard and Geldard (1999: 97) suggest that: 
Adolescents will often talk metaphorically, for example, a 
young person might say "A black cloud seems to be over 
my head wherever I go". 
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Lynch (1998: 531) states that: 
We need to acknowledge that it (language) cannot of itself 
fully depict the true nature of an existence. 
However, creative approaches and techniques in counselling are about more 
than the use of art materials and the full range may be used to enable young 
people with learning disabilities to access the counselling process. The range of 
creativity includes the use of objects and creative materials, art as therapy, 
dream work, creative writing and forms of expressive therapy such as action, 
movement, drama, music and movement. A report produced by the Royal 
College of Psychiatrists (2004) suggests that art, dram and music therapies 
provide useful ways of enabling people with learning disabilities to extemalise 
and express their feelings and emotions. 
4.3.1 The use of objects in therapy 
The range of objects used in therapy is wide and varied with anecdotal 
evidence indicating that many counsellors use objects such as stones, shells 
buttons or small toys including miniature figures and soft toys in their work. , 
which may be used in order to work with learning disabled young people on 
self-exploratory work. Geldard and Geldard (1999) give the example of using 
miniature animals as a projective technique with adolescents. The beneficial 
therapeutic effects of such projective techniques are well documented in 
mainstream client populations, however, this does not extend to the learning 
disabled client group in the literature (Reyes, 1994; Waisol, 1995). Another 
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fonn of symbolic representation is possible using sand trays as a vehicle for 
projection (Kalff, 1980). However, sand tray work was initially developed as a 
non-verbal form of self-expression for children that took the child away from 
rational thinking into creative or right-brain activity (Lowenfield, 1967) and 
would need to be applied in an age-appropriate way with learning disabled 
young people. In my experience of working with adolescents it seems 
important to use age-appropriate approaches and techniques to avoid the client 
feeling patronised. As discussed in the section on the therapeutic relationship, 
young people are very sensitive to power imbalances due to their 
developmental processes, preferring equanimity with their counsellor (Everall 
and Paulson, 2002). 
Ryce-Menulin (1992) suggests that non-verbal images can be explored 
symbolically through objects such as rocks, shells, stones and beads that are 
placed in the sand tray. Discussion can then take place regarding the nature of 
the symbols and their relationship to each other. Geldard and Geldard 
(1999: 124) propose that sand tray work can help young people in the following 
ways: 
Tell their story 
Explore feelings, thoughts, situations and issues relating to 
their story 
Explore the past, present and future situations and events 
Gain a cognitive understanding of the elements or events 
occurring in their life 
This way of working seems appropriate for young people with learning 
disabilities who may have problems in cognitively accessing the language 
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required to describe and explore complex mental concepts (Mitchell and 
Friedman, 1994). 
4.3.2 Art as therapy 
The use of art in therapy can also provide a way to enable adolescents to access 
the counselling process when verbalisation of problems and feelings may be 
difficult. Although art therapy is a well-known and specific approach with a 
theoretical base and requiring specialist training, some of the techniques can be 
adapted and used with other counselling approaches. Artwork can help young 
people to understand their problems and issues along with exploring their 
feelings and developing insight (Rubin, 2001; Rogers, 1993; Waller and 
Gilroy, 1992). How these techniques are used depends upon the theoretical 
orientation of the counsellor and the intended outcome of therapy. For 
example, a picture drawn by an adolescent client may be interpreted by the 
psychodynamic therapist (Bennick et al., 2003) or explored by the person- 
centred therapist in a non-directive way relating to the phenomenological world 
of the client (Silverstone, 1996). 
Although artwork may be carried out in a more systematic way by some 
counsellors, anecdotal evidence provided by counsellors during my supervision 
sessions indicates that a more spontaneous use of art is adopted, more in line 
with what seems to work for that individual client at that moment. Types of 
artwork used by these counsellors support the techniques advocated by Geldard 
and Geldard (1999), namely: free drawing, drawing parts of self, drawing 
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feelings, self-portraits and metaphor. My experience of counselling young 
people and of supervising school counsellors, youth and community workers 
indicates to me that it is useful to keep a readily accessible collection of art 
materials in the counselling room. 
4.3.3 Working with dreams 
Geldard. and Geldard. (1999) claim that adolescents are very interested in their 
dreams and sometimes believe them to be prophetic in nature. However, Freud 
(1900) suggests that dreams can be a window on the conscious self and 
explores the interpretation of dreams from his psycho analytical perspective. 
The literature shows that adolescents are more likely to benefit from therapy 
when issues regarding the power balance between the perceived expert (the 
counsellor) and the client are addressed and equalised (Everall and Paulson, 
2002). Therefore the Jungian approach (1974) to working with dreams may be 
more appropriate. Jungian dream work involves a systematic way of exploring 
and interpreting dreams and helping the client to become aware of what a 
dream might mean to them. This is different to the therapists' interpretation 
using symbolic images from theory or the therapist's frame of reference. 
Geldard. and Geldard (1999: 153) propose that: 
... the only person competent and able to 
interpret an 
adolescent's dream is the adolescent himself 
According to the literature dreams can be processed through client or 
counsellor interpretation (Geldard and Geldard, ibid. ). However, in order to 
address issues of power and the importance of egalitarian counselling 
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relationships when counselling adolescents it appears that client interpretation 
is likely to be more appropriate when working with learning disabled young 
people. Difficulties in communication, particularly through the use of 
language, are concomitant with learning disabilities (DSM-IV; ICD-10); 
therefore creative ways of depicting dreams may facilitate the counselling 
process. The use of artwork may assist such communication and stimulate 
exploration of dreams; whilst symbolic representation through art may be 
useful in helping clients to examine processes and events in the dream. 
Alternatively, adolescent clients with learning disabilities may engage in 
psychodrama or role-play using objects such as cushions and chairs (Joyce and 
Sills, 2001) thereby facilitating the awareness of feelings and emotions. It 
seems important at this point to refer to the lack of power that people with 
teaming disabilities have had historically (Bames et al., 1999) and the 
difficulties that adolescents have with power and authority in relationships as 
part of their developmental process (Everall and Paulson, 2002) and link this 
knowledge to the implications for providing counselling that is over-directive 
in nature. 
According to Freud (1900/1983) and Jung (1974) dreams are notorious for 
slipping away from consciousness, potentially more problematic for young 
people with learning disabilities who are likely to have memory difficulties 
associated with their condition. The literature suggests that it may be useful to 
record dreams in as much detail as possible while the dream is fresh in the 
mind, perhaps keeping a notebook at the side of the bed and to record dream 
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content, emotions and thoughts about the dream (Vanden-nark, 2002). 
However, problems with literacy are associated with leaming disabilities; 
therefore other ways of recording dreams may be explored, such as audio- 
taping. Such adaptations to accommodate the communication abilities of the 
individual client are not confined to the learning disabled population, they may 
be generalised to other client groups, such as people with visual impairment. 
Paradoxically, the next section explores creative writing as a therapeutic tool. 
4.3.4 Creative writing 
Rotenburg (1995) suggests that diary keeping can be a valuable way of 
adolescents disclosing personal and intimate information and as such is part of 
the therapeutic process. At first glance this form of communication may be 
dismissed as inappropriate for young people with learning disabilities due to 
problems with written language. On the other hand, according to Weinhold 
(1987) a variety of ways of recording events, facts, feelings and emotions are 
possible so long as the method chosen is effective in enabling the individual to 
get in touch with his or her 'inner space'. My experience as a SENs teacher and 
a counsellor of learning disabled adolescents leads me to believe that journal 
writing is possible for this client group if the client's limited literacy skills are 
respected and supplemented with pictures, drawings and other visual materials. 
Free writing is identified as an effective way of releasing a person's creativity 
and enabling expression of emotion and feelings (Kovacs, 2002; Jobin, 2002; 
Golden, 2001). This approach appears to fit well with the notion that young 
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people require egalitarian counselling relationships and not 'experts' in order to 
engage in the counselling process successfully (Lunn et al., 2002). 
Alternatively, Nelson-Jones (1992) proposes a structured approach in which 
the young person is asked to record the events of the day under a series of 
headings that reflect events, emotions, relationships, learning and behaviour. 
When working with a learning disabled client the actual recording may be 
adapted to fit in with preferred ways of communicating. According to Bandura 
(1977) the learning aspect of this type of journal keeping relates to social 
learning theory and could be viewed as a useful tool to use as homework for 
clients undergoing cognitive-behavioural counselling. On the other hand, the 
creative, free-writing approach aligns itself more readily to less directive 
counselling approaches such as person-centred therapy. 
Narrative therapy and narrative approaches to research are gaining the interest 
of counsellors and enable the subjective, phenomenological world of the 
individual to be explored through creative story-writing and telling (Monk et 
al., 1996). This approach can take the place of journal writing by allowing the 
individual to express events and their thoughts, feelings and emotions 
symbolically through fictional characters. Moreover, an important aspect of the 
process is that the story is actually told to another person, in this instance the 
counsellor, and that the other person listens, acknowledges and validates the 
story (Androutsopoulou, 2001; Besley, 2002). Shakespeare (1998) refers to the 
notion of grand narratives in relation to the lives of people with disabilities and 
their social history. Therefore, the stories told by young learning disabled 
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people may contain the threads of such social history interwoven with the 
personal lives of individual clients. Knowledge and awareness of such 
narratives may enable counsellors to help their young clients to explore their 
own stories in relation to the broader picture. Narrative may be translated in 
dance and movement as in the performing arts and adapted for use in a 
therapeutic way. 
4.3.5 Action and movement in counselling 
My experience of teaching, counselling and parenting young people indicates 
that it is may be difficult for some individuals to sit for long periods of time 
without being physically active. Yong people with learning disabilities are 
more likely to have behavioural problems and conditions such as ADHD 
leading to more unsettled physical activity than the general population (Beard 
et al., 2000). The literature (Geldard and Geldard, 1999) supports my 
experience and suggests that some adolescents are more able to be actively 
involved in a role-play process, playing out parts of their lives rather than 
sitting and talking through painful issues. Role-play is used in various 
therapeutic approaches, for example, rational emotive, psychodynamic and 
gestalt therapies (Moreno, 1999; Apter, 2003; Dryden, 2000). In rational- 
emotive therapy the counsellor may model behaviour for the client who in turn 
can copy this and in doing so practice dealing with various situations (Dryden, 
2000). An alternative approach to the 'real life' modelling techniques used by 
cognitive-behavioural counsellors is the more creative psychodrama in which 
the client may work symbolically through objects or with others using self as 
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an object. The projective techniques of psychodrama are exploratory in nature 
and the client's movement or learning in the counselling process comes from 
self-exploration (Moreno, 1999; Apter, 2003). This creative approach to action 
and movement is diametrically opposed to the cognitive-behavioural style of 
role-play, which is essentially based on the practising of skills for real life 
situations and has its roots in social learning theory (Bandura, 1977). 
However, the creative techniques of gestalt therapy appear to draw the practical 
role-playing approach and the creativity of psychodrama together. 
Gestalt therapists use role-play in a way that aligns closely with psychodrama 
techniques, for example, the 'empty chair' and the use of objects to represent 
self and others (Joyce and Sills, 2001). Empty chair work can be a useful 
technique in practising for real life situations, in expressing and exploring 
feelings and is used widely in relationship and grief work (Joyce and Sills, 
2001). In spite of the value of these creative approaches to therapy, not all 
young people are able to express themselves in these ways. Geldard and 
Geldard (1999) suggest that some adolescents are far too self-conscious to 
engage in role-play, a claim supported by my experience of working with 
adolescents. Although I have explored the use of creative forras of expression 
in counselling as a way of engaging learning-disabled young people in the 
counselling process, language remains an important form of communication to 
the extent that counselling is referred to as 'talking therapy'. 
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4.4 The use of language in counselling young people 
In counselling clients use language to give information, disclose painfill 
experiences and memories and to tell secrets that they have kept hidden, 
perhaps for years, this is why counselling is often referred to as a talking 
therapy (Corey, 1995; Smail, 2001). Language, along with the written word, 
forms the basis of communication between two individuals and in counselling 
it appears that the therapeutic relationship is built through the use of language 
as a mediator, hence the term 'talking therapies' (DoH, 2001). Therefore, 
communicative competence (Hyme, 2000) is of great importance to the 
practice and process of counselling. This section examines the notion of speech 
modification, the field of linguistics, some of the literature on second language 
acquisition, verbal interaction and negotiation, discourse management and 
repair and the conveyance of understanding and empathy through language. 
Milroy (2001) proposes that the use of a particular type of language, Standard 
English, leads to 'a greater efficiency in exchanges of any kind' and refers to 
Standard English as being a commodity using the metaphor of 'the linguistic 
market'. This introduces the notion of linguistic accessibility to counselling. 
Although the ten-n language is most often connected with speech and 
linguistics other forms of communication include paralinguistics, mime and 
sign language. Individuals communicate their thoughts, feelings, ideas and 
experiences through language and at least two specific language centres are 
present in the human brain, Broca's area and Wernicke's area (Seifert and 
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Hoffnung, 2000). Several questions need to be addressed in order to advance 
the analysis and discussion. 
Although there is little research into the area of linguistics and counselling, 
there is a wealth of other, related material that can be applied to the notion of 
language in therapeutic counselling encounters with young people. The field of 
linguistics has much to offer, in particular the body of knowledge on first and 
second language acquisition and the related subjects of sociolinguistics and 
psycholinguistics. 
4.4.1 Speech modiflcation 
Ellis (1996) discusses the notion of 'caretaker talk', suggesting that caretakers 
(applied to counsellors in the context of this study) adjust their speech to 
ensure that the speech the individual receives is clearer and linguistically 
simpler. The term complex speech can be related to verbal fluency, defined by 
Lord et al., (2000: 207) as: 
.... the spontaneous, 
flexible use of sentences with 
multiple clauses that describe logical connections 
within a sentence. It requires the ability to talk about 
objects or events not immediately present. 
Counsellors appear to modify their speech as part of relationship building with 
clients and to aid mutual understanding (Nelson-Jones, 2003). Aspects of 
modified speech include higher pitch, greater intonation and a slower rhythm- 
of speech. Empirical research carried out in the late 1970s, still referred to by 
contemporary linguists (Ellis, 1996), includes work carried out by Snow (1972, 
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19775 1978) and Snow and Ferguson (1977), who found that modifications in 
syntax were evident in modifications of speech. This reflects both the length 
and the overall linguistic complexity of what is spoken. 
Snow's research (ibid. ) suggests that special efforts are taken when modifying 
language to ensure that what one individual says is actually understood by 
another. Therefore counsellors who check a client's understanding are 
c ec ing the client's comprehension. Counsellors may do this by repeating all 
or part of what is said by the client, referred to as the counselling skills of 
summarising, paraphrasing and reflecting. These skills may be especially 
important when client and counsellor come from different 'worlds', for 
example, adolescence and adulthood, or working-class and middle-class. 
Literature on second language acquisition (Ellis, 1996) suggests that probing 
and requests for clarification can expand what is said in dialogue in an effort to 
promote two-way understanding. Probing and clarifying have been adopted as 
counselling skills and as such are learned during counselling training (Inskipp, 
1996; Egan, 1994,2001). When there is a lack of understanding, the interactant 
uses both paraphrasing and repetition in order to increase understanding (Ellis 
1996). In counselling interactions, the counsellor works at understanding 
thoughts, feelings and behaviours as well as factual material, this 
understanding when extended to the emotional world of the client is known as 
empathy, a concept central to the person-centred approach to counselling in 
particular (Rogers, 195 1). The understanding reached between client and 
counsellor is used differently in psychodynamic therapy and is referred to by 
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Casement (1992) as projective identification. Through the counsellor's 
understanding, the client is helped to become aware of past thoughts, feelings 
and ways of behaving that have become manifest in the present. Reiffie et al., 
(2000) propose that young people with developmental delays and poor social 
skills have great difficulty in understanding the world of emotions, both in 
themselves and others. Therapeutic work in counselling may therefore include 
helping clients to understand their own emotions before that understanding can 
be negotiated between client and counsellor and meanings made 
communicable. Individuals who have not successfully acquired a 'theory of 
mind' lack the ability to be empathic and because of the reciprocal nature of 
communication between counsellor and client, this may require great linguistic 
flexibility on the part of the counsellor (Chin and Bemard-Opitz, 2000). It is 
claimed that such individuals, (usually placed somewhere on the diagnostic 
spectrum of autism), can talk endlessly about a topic of interest to them, not 
realising that others may not have the same interest and may need to talk about 
their topics (Chin and Bernard-Opitz, ibid. ). However, inappropriate this may 
be to normal conversation, such self-talk may be used as a path to greater 
communication in counselling, as a way of entering into the client's 
phenomenological world. 
Research from second language acquisition on 'foreigner talk' can inform the 
exploration of counsellors' use of understanding through language. Native 
speakers use foreigner talk when communicating with non-native speakers. 
Griffiths (1991) refers to two types of such speech modification. Firstly, the 
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ungrammatical type, for example: 'you want drink? ' rather than the correct 
grammatical form: 'would you like a drink? ' With regard to counselling this 
could represent a condescending, 'talking down' way of communicating with 
that seems disrespectful to clients, Griffiths (ibid. ) refers to it as such in 
relation to the teaching of a second language. There is no suggestion in the data 
that counsellors use this type of language with their clients who have differing 
linguistic abilities. However, in view of the lack of evidence to the contrary, 
this cannot be ruled out. A second type of speech simplification, grammatical 
modification, is characterised by a slower rate of speech, slower articulation 
rate and what is known in the field of linguistics as the silent pause, a 
phenomenon that slows down speech and gives time for the receiver to decode 
it (Griffiths, ibid). The use of silence in counselling is well documented as a 
way of allowing the client time to reflect upon what is being talked about and 
the process that is taking place (Egan, 1994,2001; Inskipp, 1996; Nelson- 
Jones, 1999,2000). 
4.4.2 Verbal interaction and negotiation 
Grammatical speech modifications used by teachers include a number of false 
starts, this signifies that the teacher has begun an explanation, realised that the 
language is too difficult for the student to understand and started again with a 
modification of their speech. This can be generalised to counselling 
interactions, depending upon their theoretical approach, counsellors make 
tentative responses to clients; therefore false starts. Rather than being a sign of 
miscommunication, could be interpreted as signs that counsellors are adjusting 
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their language and responding to clues and signals given by clients. As such, 
this knowledge could be generalised to any client, rather than specifically to 
young c ients who may have learning disabilities. References to linguistic 
modifications of this nature are to be found in 'foreigner talk' (Griffiths 1996) 
and 'motherese' (Galloway and Richards, 1994; Mahoney and Seely, 1976) 
and also correspond to language found in simplified texts of the kind associated 
with graded reading (Vincent 1986). However, Griffiths (1996) argues that 
linguistic modifications occur spontaneously as part of the process of trying to 
communicate with individuals of limited linguistic competence and as such 
cannot be planned like graded texts as progression is not part of the process. 
4.4.3 Discourse management and repair 
Other concepts from the field of second language acquisition can be made use 
of in this analysis and exploration, namely, interactional modifications, which 
include discourse management and discourse repair. Discourse management is 
used when trying to avoid communication problems, whilst discourse repair is 
used in attempts to correct miscommunication (Long 1983). It appears that the 
most effective way of managing discourse is to ensure that the topic of 
conversation is understood. In counselling this may mean that a counsellor 
gives the bare details of the topic first, for example: 'you've come to talk to 
me.... ', rather than 'your teacher asked if you wanted to come and talk to me 
about your problems at home.... '. This form of simplifying sentences is 
referred to as 'skeletonising' by Long (1983), a process referred to as 
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'scaffolding' by Beveridge et al., (1997), also Bruner (1986). Information can 
then be gradually expanded and embellished, or 'embroidered' (Beveridge, 
ibid. ). An example of such embroidering is: 'you've come to talk to 
me ......... (wait for response in the affirmative) ......... your teacher asked you 
to come ............... he thought I might be able to help you .......... YOUI ve been 
crying a lot lately ........... in class ............. your mother is very ill ............. 
This also demonstrates the use of the silent pause phenomenon (Ellis, 1996) 
and the form of language is grammatical, non-condescending and therefore 
respectful to the client. Another strategy for discourse management includes 
the selection of topics that have a 'here and now' orientation. This is of 
significance with regard to both the counselling process of some theoretical 
approaches and with the nature of learning disabilities, which can significantly 
affect long and short-term memory (Seifert and Hofffiung, 2000). It is also 
claimed that adolescents are very much grounded in the 'here and now' 
regarding their problems and difficulties (Geldard and Geldard, 1999). 
Person-centred counselling aims to help clients to move through a process from 
talking about others to talking about self, from exploring facts to exploring 
feelings and finally, from dwelling on the past to becoming more aware of 
what is happening in the here and now (Rogers 1951). The psychodynamic 
orientation is based upon Freudian theory (Freud 1990), which focuses on 
examining the client's past and how it relates to the present. Therefore, a 'here 
and now' focus to dialogue with clients may be a way of initiating exploration 
even in psychodynamic therapy and in helping the client to become aware he 
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dynamics in the relationship. Although Chomsky (1958) laid claim that 
language is an abstract structural system, unrelated to social context or 
meaning, Long (1991) suggests that by situating language interactions in the 
'here and now' the individual receiving the language is able to make use of the 
immediate context to interpret meanings. This could be a useful strategy when 
counselling any client who has poor memory function and may be 
generalisable to counselling the some elderly clients and individuals who have 
varying types and degrees of brain injury. 
The second interactional modification, discourse repairs, is used when 
communication has broken down (Gass and Veronis, 1991). A link is made 
between non-engagement and miscommunication suggesting that non- 
engagement occurs when there is miscommunication such as when a message 
is given out by the speaker and the listener understands something else. This 
has implications for the counselling process and the client's engagement in 
counselling. Therefore, discourse repairs occur when there is incomplete 
understanding and take the form of negotiation of meaning, a collaborative 
work, which counsellors and clients undertake in order to achieve a more 
complete understanding. The importance of an egalitarian and collaborative 
relationship between adolescents and their counsellors is highlighted by 
(Everall and Paulson, 2002). Meanings are negotiated through requests for 
clarification, (e. g. 'sorryT and 'huh? '), and requests for confirmation. 
Clarification is also a counselling skill with aims of furthering understanding 
between client and counsellor. An example from my own counselling work 
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with an adolescent whose mother was undergoing radiotherapy for breast 
cancer can illustrate this point: 
Client: My mam's clothes hurt all the time. It stops her 
picking me'upfrom college. 
Counsellor: Your mam is in so much pain that she can't get 
dressed and come to pick you upfrom college? 
You miss your mam? 
As shown in the above example, negotiation of meaning can include an 
empathic element. Repetitions, either exact or semantic (paraphrases), form 
another way of negotiating meanings. According to Ellis (1996: 261) there are 
certain social conditions that facilitate the negotiation of meaning, in particular, 
social relationships between interactants and 'the sharing of a need and a 
desire to understand each other'. In this case the interactions are on an equal 
footing, however, Pica and Long (1986) suggest that interactions also take 
place between individuals of unequal status and when relationships are 
asymmetrical the negotiation of meaning is inhibited. This is of significance to 
person-centred counsellors because meanings related to the phenomenological 
world of the client forin an integral part of therapy, helping the counsellor to 
have empathy with the client (Rogers, 195 1), whilst psychodynamic therapy 
will provide interpretations of the client's material (Casement, 1992). 
Counselling and the use of counselling skills are sometimes linked with other 
roles such as clinical psychologist, social worker, teacher, health visitor or 
learning support worker. Counsellors having such roles may have intimate 
knowledge of the context of the individual's daily life and therefore have a 
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starting point for the negotiation of meanings. On the other hand, such 
counsellors may be disadvantaged in their endeavours to understand the young 
person because of their own preconceived knowledge and assumptions based 
on limited knowledge of the individual and existing dynamics in the 
relationship. For example, the nature of the teacher/student role is likely to 
produce relationships that are by their very nature asymmetrical in the power 
dynamic. 
Bolinger (1980: 189) claims that the rules and norms of language exist outside 
of the speaker and that some people, for example teachers, have ýprivileged 
access to the mysteries of language' gaining the status of high priests or 
shamans. A parallel process in counselling is referred to by Smail (2001). 
Regarding the discourse repair strategy of negotiating meaning, Ellis (1996) 
proposes that this is possible with a conversational partner but is inhibited 
when one of the interactants adopts a tutorial role. When there is a high 
frequency of discourse repair functions, such as requests for clarification and 
confirmation, it can be taken that higher levels of negotiation of meanings are 
taking place. However, Aston (1986) puts forward an alternative view with the 
suggestion that such repair strategies are often used to perfonn rituals of 
understanding or agreement rather than genuinely overcome troublesome 
communication. 
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4.4.4 Simple and complex language 
Simple language is easily understood, uncomplicated and not elaborate. It 
generally consists of one idea or element at a time. It is interesting to note that 
the word simple was historically used to refer to people with leaming 
disabilities (simpleton) and is recorded as such in the children's nursery rhyme 
'Simple Simon'. Characteristics historically attributed to people with learning 
disabilities, such as foolish, ignorant, gullible, feeble-minded and foolish, can 
be used synonymously with the word simple in many situations (Wright and 
Digby, 1997). Bernstein (1961,1970) identifies a simple language code, 
ascribed to the working classes, and an elaborate system of language (middle 
classes). However, I will show later in this section that 'elaborate' language 
may actually be easier to understand than 'simple' language in relation to 
counselling young people with learning disabilities. The movement in 
contemporary Britain towards social inclusion extends to the use of plain 
language, particularly in public government documents, to enable more of the 
population to access information. Milroy (2001: 533) highlights the variation in 
speech amongst different sections of society and suggests that these variations 
be interpreted on a: 
... scale of prestige, which 
derives from the socio-economic 
class of speakers. 
One might assume therefore, that Bernstein's (1961,1970) simple language 
code would be more appropriate for use with young people with learning 
disabilities than the elaborate. However, the situation is more complex than 
this. According to Bernstein (ibid. ) a simple language code relies on assumed 
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meanings. However, the elaborated code demands fewer assumptions and 
shared meanings, providing the expansion and embellishment of central topics 
as referred to by Long (1986) in his discussion on 'skeletonising' and 
'embroidering' in order to increase the listener's understanding. This is more 
consistent with the counselling process, particularly the person-centred 
approach. Nevertheless, elaboration remains the opposite of simplification. 
Paradoxically, there are occasions when the elaboration of speech can actually 
make what is being said cognitively simpler (Chaudron, 1988). This can be 
explained through the following example. The simple sentence: 'hold on 
tightly' can be more easily understand for some people than the more complex 
but simple: 'cling'. Findings from twelve experimental studies carried out in 
the 1980s found that the effects of simplification of language (e. g. simpler 
syntax and vocabulary) helped the listener's comprehension - but not 
consistently. Alternatively, elaborate modifications had a consistent effect upon 
listener comprehension (Johnson, 1981; Cervantes, 1983; Brown, 1987; 
Chaudron and Richards, 1986). 
Plain language is recognised as being uncomplicated, unequivocal and is 
supposed to be readily understood by most people. There are strong links 
between language and cognition ((Bruner, 1986), therefore the use of simple 
language would make it more likely that counsellors and their clients were 
communicating effectively or 'speaking the same language'. However, this 
may be difficult to achieve with young people: 
Some adolescents make use of words from culture-specific 
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adolescent vocabularies. They may also attribute meanings 
to words which are different from commonly accepted 
meanings. Use of such vocabularies commonly occurs with 
adolescents who belong to peer groups or gangs associated 
with particular activities. 
(Geldard and Geldard, 1999: 96) 
Therefore, the counsellor may need to continually clarify meanings and learn 
the client's language as part of the relationship building process. In person- 
centred counselling this may be regarded as entering the client's frame of 
reference (Rogers, 1951). 
Brown (1977) claims that the primary motivation of simplified speech is to 
communicate, to understand, to be understood and to keep two minds focused 
on the same topic. Yet how do counsellors determine the nature and the extent 
of the speech modifications required in order to communicate with their young 
clients? It appears that the counsellor must first get a general idea of the 
client's linguistic ability, particularly their ability to understand cognitively and 
emotively (Ellis, 1996). The extent to which a client comprehends what is said 
to them (and vice versa) is of crucial importance in counselling and it is likely 
that a young person will become inattentive when they do not understand 
(Geldard and Geldard, 1999). When this occurs Ellis (1996) suggests that 
speech can be modified until attention returns. It could be argued that 
counsellors who have more knowledge and experience of young people and 
understand the nature of adolescence would be more likely to modify their 
speech to take into account the linguistic abilities of their client. Counsellors 
are trained to listen and respond to their clients' communications. Therefore, 
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the implications for listening to a different form of language and responding 
within the client's linguistic frame of reference may be skills that can be learnt 
to some degree through training. However, theoretical knowledge of the 
developmental processes of adolescence coupled with experience of working 
with young people may be useful for counsellors. 
4.5 The nature of adolescence and counselling issues 
Adolescence is associated with the onset of puberty, signalled by physical and 
physiological changes. Erikson (1963: 261/1994) describes adolescence as: 
.... a period of rapid change-physical, physiological and social; 
a time when all sameness and continuities relied on earlier are 
more of less questioned. 
Alternatively adolescence is identified as a process necessary for the individual 
to achieve attitudes and beliefs that are needed for effective participation in 
society (Rogers, 1972). The age-range of adolescence is broad and relates to 
the transitional years between puberty and adulthood, usually the teenage years 
(Kennedy, 1975). In his seminal work on human development Erikson 
(1963/1994) posits that 'identity confusion' is one of the most significant 
symptoms of adolescence, with the individual exploring and attempting to 
define who he or she is as a person. This involves the domains of interpersonal 
relationships, vocational ideas, religion, morality, political ideals, culture, 
sexual orientation, community and intellectual capacity. Strong affiliation and 
attachment to various groups may occur with rebelliousness against parental 
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values (Erikson, ibid. ). However, Erikson's ideas may be culturally relative 
because of the strong individualistic nature of western society compared to the 
collectivism of other cultures. In China, for example, young people are 
encouraged to grow up with the value of filial piety and respect for parents 
(Stanko, 2003). Contemporary Britain is a multi-cultural society; therefore, it 
may be prudent to exercise caution when examining adolescence from a white, 
westem theoretical perspective. 
4.5.1 Psychological problems in young people 
Although it is encouraging to note that 57% adolescents follow a relatively 
untroubled psychological development and that 32% problems are intermittent 
or temporary, I I% young people have serious, chronic difficulties (Ebata et al., 
1990). Sinason (2002) refers to the extra vulnerability of young people with 
learning disabilities to abusive situations that can lead to trauma and 
psychological problems. Psychological problems are common in adolescence, 
with nearly half reporting difficulties in coping with situations at home or 
school (Grans, 1990). Conflicts regarding the transitional nature of adolescence 
and the lack of control over physical, social and physiological changes are 
more likely to lead to stress, depression, alcoholism, drug misuse, eating 
disorders, self-harm. and suicide amongst young people (Steinberg, 1993; 
Vecchio, 1991). Depression in adolescence is related to youth suicide rates, 
which account for over one-fifth of all deaths in young people. According to 
Steinberg (1996), 1: 3 young people have contemplated suicide with 1: 6 
actually making a suicide attempt. Furthermore, figures from the Oxford 
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Centre for Suicide Research (1998) estimate that 24,000 adolescents self- 
harmed in 1999 and that deliberate self-harm is more prevalent amongst girls. 
Eating disorders are common amongst young people, particularly adolescent 
girls (Abraham, 2001). 
4.5.2 Young people and the therapeutic relationship 
The nature of the therapeutic relationship between client and counsellor has 
been shown to be of paramount importance in the therapeutic relationship 
(DoH, 2001; Gelso and Carter, 1994; Martin et al., 2000). Qualities such as 
wan-nth, respect and understanding have been cited as the main characteristics 
of successful therapy (DoH, 2001). Orlinski et al., (1994) support the view that 
the strength of the therapeutic relationship is predictive of outcome and 
transcends the nature of the theoretical approach or orientation. However, 
many efficacy studies showing successful outcomes in counselling young 
people are based on the cognitive-behavioural approach and make little or no 
reference to the counselling relationship. Furthermore, in spite of the client's 
perspective becoming more highly valued as an important source of 
information on the effectiveness of therapy, little of the research focuses on 
young people's perspectives (Kazdin, 2000). Docherty and Sandelowski (1999) 
propose that young people can contribute much to counsellors' awareness of 
their experiences of effective therapeutic relationships. DiGuiseppe et aL, 
(1996) claim that most forms of psychological therapy accept that the 
relationship is critical to therapeutic outcome. Moreover, Hanna et al., (1999) 
refer to the relationship as essential in adolescent therapy. In spite of the 
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recognition that the counselling relationship is crucial, process research on the 
therapeutic alliance has been minimal with research focusing instead on 
behaviours of adolescent client and counsellor during sessions or on specific 
interventions (DiGuiseppe et al., 1996). 
4.6 Components of effective therapeutic relationships. 
Whilst accepting that the nature of the therapeutic relationship is central to 
effective counselling, it may be judicial to explore just what the variables are. 
What makes for a successful therapeutic relationship? Lambert (1992) suggests 
that there are several commonalities between therapeutic relationships that are 
deemed to be effective. Rogers (1951,1946) proposes that trust is an essential 
component of a successful therapeutic relationship. The value of a trusting 
relationship is supported by research studies carried out amongst both adult and 
adolescent populations (Taylor et aL, 1986), Everall and Paulson, 2002). The 
following quote fTom one young person encapsulates the importance of a 
trusting relationship with the counsellor: 
Trust is a huge issue for me, I wouldn't have been able to 
open up to her if I didn't trust her. 
(Everall and Paulson 2003: 83) 
Caution is advised in the generalisation of adult-orientated research to the 
adolescent population because emotional and behavioural problems may be 
part of normal adolescent development (DiGuiseppe et al., 1996; Shirk and 
Saiz, 1992). As part of their development process young people may have a 
general distrust of adults' motivations (DiGuiseppe et al., 1996; Gil, 1996). 
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This distrust may present a barrier to building an effective therapeutic 
relationship, especially if young people have been let down in the past by 
adults. Many adolescents' emotional and behavioural problems have their roots 
in early attachment difficulties and abusive family histories. They may have 
had negative experiences with other helping professionals (Everall and 
Paulson, 2002) and furthermore, confidentiality, an important factor in the 
maintenance of trust between client and therapist, would have been betrayed. 
The effects of this are portrayed in the following quote from one adolescent: 
He would be discussing everything with my parents ... you talk and you feel like you're totally bonding with them, and 
really talking with them and you find out that they go and 
tell everybody everything ... there's no respect, no trust, and 
so I just wanted to get away from that. 
(Everall and Paulson, 2002: 82) 
The development of trust appears to be rooted in another component of an 
effective therapeutic relationship, namely equality between client and 
counsellor (Everall and Paulson, 2002). When the relationship is on an 
egalitarian basis with the counsellor being an ally, a collaborative process 
ensues leading to more successful therapy outcomes (Diamond et al., 1999). 
However, there are several challenges to such an egalitarian relationship. 
Firstly, young people are rarely self-referred. They are more likely to come for 
help under pressure from parents, teachers or the legal system (Marks-Mishne, 
1986). Secondly, as previously mentioned, the adolescent developmental 
attribute of a general distrust of adults, particularly in relation to authoritarian 
attitudes, can lead to suspicion and conflict. This may be compounded by a 
tendency to see others as being the problem rather than taking responsibility 
162 
themselves (Sommers-Flanagan and Sommers-Flanagan, 1995). A further 
difficulty in developing a collaborative, egalitarian relationship might be the 
pre-conceived notions that young people may have regarding therapy. Everall 
and Paulson (2002: 8 1) provide a good example of this in a quote from an 
adolescent client: 
Before I started, I pictured those movies where you see the 
person lying down on a leather little recliner thing and the 
psychologist is sitting there and they're not really paying 
attention to them and the person is just blabbing and blabbing. 
Rogers (1957) proposes congruence as an integral part of an effective 
therapeutic relationship. Congruence encompasses openness, genuiness and a 
sense of the counsellor being 'real', not hiding behind the authoritarianism of 
various roles, anýd not appearing the 'expert'. The effects of lack of 
understanding and respect by the counsellor for the client are demonstrated by 
the following quote: 
Well, I came in and he said, 'Well you're here because you 
tried to commit suicide'. And I said 'Yeah'. I was really shy 
and didn't want to talk to him. And so 'Well, that's a really 
stupid thing to do' and I thought 'You know, I don't want to 
talk to you after that'. 
(Everall and Paulson, 2002: 83) 
Although Rogers (1957) refers to the qualities of the effective counselling 
relationship and positions skills and techniques as secondary to this, listening 
and hearing what is said have been identified as essential to the building of a 
therapeutic relationship by Everall and Paulson, 2002. They describe effective 
listening skills in relation to the client's perception of being fully 'heard, which 
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is identified with 'empathic resonance'. Rogers (1957) claims that empathy is 
one of the central or 'core' conditions necessary for effective therapy. 
Therefore, it appears that there is an argument for the use of counselling skills 
in the development of therapeutic relationships as reflected in the content of 
counselling training programmes. 
4.7Summaty 
Although it has been difficult to provide a definitive description of counselling, 
I have explored the nature of counselling and examined the literature in order 
to gain greater clarity regarding the notion of counselling as a therapeutic 
intervention for young people. I have highlighted the increasing demands that 
counselling is grounded in research and as a psychological intervention is 
based on evidence. I indicate the varying contexts of counselling for young 
people and explore the concept of the effective counsellor. Creative approaches 
are briefly discussed, for example, sand tray work, dreams, creative writing and 
psychodrama. I have explored the use of language in counselling in some depth 
and examined the nature of the client/counsellor relationship. The aim has been 
to provide background and richness to my research study and in particular, my 
results. The next chapter sets out the design of the study and maps the research 
process, along with exploring methodological issues. 
164 
Chapter 5: Research Process, Design and Methodology 
5.1 Introduction 
In this chapter I explore issues around epistemology including the theory of 
knowledge related to what is 'known' about young people with learning 
disabilities. These issues are explored in relation to my own knowledge and the 
notion of reflexivity. Different approaches to the nature of reality are discussed 
and the validity of knowledge along with the research traditions and underlying 
philosophical assumptions examined. The design of the research study is 
described including data collection methods, pilot and pre-pilot work and the 
two main research tools, namely a survey of the counsellors listed in the BACP 
Directory (2001) and a series of semi-structured interviews. Issues of validity, 
reliability and generalisability are addressed. The data analysis methods are 
explained in relation to both quantitative and qualitative data. My intention is 
to make the research process and methods transparent and to link the process to 
the relevant research literature. 
165 
5.2 Epistemology: Ways of knowing 
I wish to examine a number of key theories, ideas and concepts with regard to 
research methodologies in relation to this study. In this section I will look 
closely at fundamental issues such as: positivism, phenomenology and 
postmodernism in relation to research methodologies. I will provide a clear 
rationale for the choice of dual methodology and an evaluation of the methods 
employed. I will explore a reflective approach to research methods, based upon 
an increasing sense of personal awareness of knowledge and where the source 
of knowledge comes from. I also endeavour to track down and identify some of 
my own biases or preconceived ideas regarding counselling and young people 
with learning disabilities. Clarkson (1998: 303-4) has the following to say about 
the values and biases of the researcher or therapy practitioner: 
It has been argued that a value-free practice is as impossible 
as a value-free science and that all of us are involved in the 
structuring and construction of our world, complicit with its 
ideological assumptions and never free from the moral and 
epistemological consequences of our actions or non-actions. 
By holding my personal values and biases up to the light and helping them to 
become transparent I will indicate how I have prepared the ground for this 
research project. By endeavouring to 'bracket off (Aanstoos 1983) these 
preconceived ideas, I aim to become more open to new thoughts, theories and 
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notions. Firstly, I will examine the concept of epistemology taking a logical 
approach, looking at the tenninology, then allowing the exploration to take its K- 
own course and become more creative. 
5.2.1 The theory of knowledge 
At the beginning of this research project I had limited knowledge and 
understanding of the notion of epistemology, therefore this exploration has 
greatly increased my personal awareness of the process of research and related 
research issues. Epistemology has strong links with ontology; different ways of 
viewing reality and what reality is; ways of knowing what is real and strategies 
for validating reality. The various subject disciplines, such as: psychology, 
sociology and philosophy frame their view of the world in different ways. 
Social psychologists, for example, coming from a constructionist perspective, 
may use discourse analysis as a research tool, thus supporting their view that 
social and psychological realities are constructed through the use of language; 
they would generally deny the existence of an intra-psychic world that can be 
entered through the utilisation of language, (Coyle, 1998; McNamee and 
Gergen, 1992). When knowledge of reality is looked at from a constructionist 
perspective it can draw on the diverse domains of semiotics, structuralism, and 
post-structuralism and look at the relationship between language and reality; 
the constructionist approach also puts an emphasis on knowing 'reality as it is' 
and pays close attention to the way in which we deal with 'versions or 
constructions of reality in our everyday lives', (Cowie et al., 1998: 212-219). 
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However, the notion of reality as social construction and the idea that 
alternative approaches to research can be truly scientific is challenged by Sokal 
and Bricmont (1997/2003) who suggest that there is only one reality or 
phenomenon that may be experienced or viewed from different perspectives 
without changing the actual object, event or phenomenon. Therefore, according 
to Sokal and Bricniont (ibid. ) the scientific method is more valid than 
alternative methods, which measure perceptions of phenomenon rather than the 
phenomenon itself When working within primary health care, for example, it 
becomes obvious that counsellors and medical practitioners have different 
ways of viewing knowledge or reality. Medical practitioners work within the 
medical model, diagnosing the patient and endeavouring to treat their 
symptoms; while the client-counsellor relationship is generally based upon a 
more collaborative relationship, not necessitating diagnosis or cure (Taylor 
1991), although, of course, this may depend upon the orientation of the 
therapist and the nature of the counselling work. Clarkson (1998: 305) looks at 
the epistemological values of the therapist: 
... (behavioural scientists 
in psychology) endorse quantitative, 
empirical, and objectivist approaches to the study of human 
behaviour... 
Clarkson (1999) goes on to suggest that non-behavioural. scientists are more 
likely to endorse humanistic and subjectivist approaches to epistemology. 
Research carried out by McGovem et al., (1986); Plutchik et al., (1988) and 
Messer (1992) serves to back up the claims to researcher bias regarding 
epistemological preferences. Rowan (1999) examines the notion of pluralistic 
epistemologies, a conception that aligns itself with postmodernism; 
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altematively, Sokal. and Bricmont (1997/2003) claim that postmodem 
approaches to research may be fundamentally flawed. Rowan (1998) suggests K- 
that there is a certain stage in a qualitative researcher's personal development, 
the first level of four 'levels of consciousness', when the researcher's values 
and interests are the most important. Progression to the second level involves 
collaborative research; the third is transfon-native and fourthly a form of 
meditation very rarely reached. Alternatively, Clarkson (1998: 254) outlines a 
seven level model of epistemological discourse analysis to help researchers to 
differentiate in discussion between the reahns of- 
1- The body and sensations 
2. Feelings and emotions 
3. The labels or nominations of language and linguistics 
4. Values, ethics and ideals 
5. Facts, logic and probabilities 
6. Theories, myth, narrative and stories 
7. Transpersonal realm (which may be on the one hand the 
imponderables of quantum physics and chaos theory or, on the 
other hand, the inexplicable of spiritual or other awe-inspiring 
experiences). 
Clarkson's model, although providing a useful guide to the various dimensions 
of epistemological issues and feeding into my personal sense of creativity, also 
leads to the realisation that although as an organism I have a great deal of 
knowledge, the amount that I really know in terms of research methodology is 
limited. After looking more closely at what is meant by epistemology, I was 
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left feeling as if on the one hand some clarity had been gained, whilst 
paradoxically feelings of 'fumbling about in the dark' had been generated 
leading me to question how I would have the time and resources to even begin 
to unpack the various bodies of knowledge. A deep need to really understand 
the multitude of ideas, theories and concepts that have been required for this 
research study to be well infon-ned and rigorous has become apparent. I believe 
that some exploration and decision-making may be required regarding the 
following questions: what can be accepted as real? What do we know to be 
real? How do we know it? What does 'knowing reality' really mean? 
5.2.2 The researcher and the 'known' 
I am an experienced teacher, tutor, counsellor, supervisor and counselling 
trainer; previously having designed, managed and taught courses in special 
educational needs (SENs) at a college of further education and trained 
counsellors and teachers at postgraduate level as a university lecturer. 
Therefore, most of my knowledge about young people with learning 
disabilities comes from my interactions with this group of people across the 
various roles. In my previous career as a nurse and health visitor, I have been 
involved with individuals with learning disabilities and their families, carrying 
out home visits; at a local hospital clinic and within the environment of several 
SENs schools. There are some things that I have known at a felt level, other 
knowledge that feels a little uncertain and yet further knowledge that is highly 
questionable. There is also a distinct shortfall in both my 
knowledge and 
understanding of counselling and of young people with 
learning disabilities. 
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I could therefore pose the question: what do I really know about young people 
and about learning disabilities? I know through my observation and personal 
experience that this group of young people is not a homogenous group. I know 
that as individuals and human beings they have psychological, cognitive, 
emotional, social and sexual needs. I also know that some of those needs are 
either denied by parents/carers, teachers, and society; or not adequately met for 
whatever reason. I have observed that sometimes other people (those without 
leaming disabilities) are somewhat wary of people with leaming disabilities 
and sometimes can avoid contact with them. This knowledge centres on the 
concept of social exclusion, people with learning disabilities being different, 
not 'normal'. 
There are moves towards integration or inclusion of many types of minority 
groups in contemporary society, to the extent that the present Labour 
government places great store by the Social Exclusion Unit. Gidden's Reith 
(1999) lectures referred to a more integrated and inclusive society and have 
been instrumental in fuelling my desire to explore the notion of the inclusion in 
counselling of young people with learning disabilities. I have observed that 
young people with learning disabilities often appear marginalised and isolated 
even as they are integrated or included in mainstream society, often away from 
their peer groups who also have learning disabilities. In discussion with 
colleagues from special schools and from the Inclusive Education Unit at the 
University of Newcastle, it appears to be the experience of some teachers and 
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counsellors that young people with learning disabilities go to great lengths to 
seek out their peer group, others with the same status and perceived value as 
themselves. In spite of wanting to treat this group of people with equity 
regarding other groups of students and pupils, it is experientially known that 
this group of young people exhibit marked differences to those young people 
classed by society as 'normal'. 
On reflection, most of my knowledge about young people with learning 
disabilities has come from personal experience, from working with this group 
of young people on a daily basis; this is the knowledge that seems to refer to 
real life in ontological terms. Having read widely and studied research findings 
from various disciplines, such as psychology, sociology and philosophy, each 
of these having different views of the world and varying strategies for framing 
reality; it appears that each discipline makes its own claims about reality, 
having its own rules about what can be accepted as real, or what is valid 
knowledge. My knowledge or findings are also based upon conversations with 
young people who have learning disabilities; their parents and carers; other 
professionals, such as social workers and medical staff and colleagues; 
discussions and disclosures during counselling sessions; also narratives and 
diary work carried out by clients; and something that is hard to pin down, 
generalised knowledge, common knowledge, or the generally accepted world- 
view, though the latter is may be value-laden and based upon stereotypical 
views. 
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5.2.3 Knowledge of others, knowledge of self: reflexivity 
Although I believe that some of my knowledge is valid, I am also aware that I 
carry with me many of society's prejudices and internalised values; some of 
which are more easily identifiable, while it is doubtless that others are lurking 
around in my unconscious; may bias the research process. Winnicott (1975) 
adds the dimension that, in terms of the individual, one can be the knower and 
the known, concepts that are explored similarly by Gergen (1991); indicating 
therefore, that when an individual has 'knowledge' of others, they also have 
knowledge of the individual. This introduces the notion of reflexivity, the idea 
that the process of interacting with young people who have learning disabilities 
is actually changed by the very process itself, by being able to reflect upon the 
relationship and the knowledge gained about the individual, also about how 
that knowledge was gained. West (2004) refers to the value of the self in the 
research process and how the use of self can be critical in spite of the inherent 
subjectivity in the use of self. Having come to a better understanding of my 
knowledge of young people with learning disabilities; where that knowledge 
may have come from; and how it was obtained; it seems important now to look 
to how the various academic disciplines view knowledge; the claims they make 
about reality; how they validate reality; and the different ways they have of au 
knowing what is real. 
5.2.4 Different approaches to the nature of reality: the validity of 
knowledge 
I recently attended an experiential workshop facilitated by a colleague at a 
local university; the session was about depth and connectedness in counselling 
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and the colleague wrote the following statement on the blackboard at the 
beginning of the session, as a prompt to starting a round with students: 
One thing that I know, it isn't logical, rational or scientific. 
I just KNOW it! 
(Nonie Cohen, 1999) 
I also feel quite strongly about 'knowing' certain things about young people 
with learning disabilities; as my colleague suggested, they are not necessarily 
logical, rational or scientific. The task now is to invert that premise and try to 
identify where this knowledge comes from; for the purposes of this research 
project, 'just knowing' is not good enough and what we 'just know' might be 
wrong. 
The various subject disciplines, such as: psychology, sociology and 
philosophy, make different claims about 'reality', truth and the validity of 
knowledge. Laungani and West (2004) refer to the assessment of truth and the 
validity of therapies. Hart (1998: 86) ponders the question 'what is reality? ' 
then goes on to suggest that it is: 
.... the ontological issues concerned with what we believe to exist and are able to be investigated. 
Hart (1998) goes on to consider the question: 'what is the subject matterT and 
whether it exists apart from the individual and their perceptions and cultural 
biases or whether 'reality is shaped by prior understanding and assumptions. 
There are many diverse ways of knowing what is real, often based upon 
research carried out from the perspective of the originating discipline of the 
researcher, and carrying with it the bias of the researcher. There may be great 
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disparity between the various approaches and their preferred ways of acquiring, 
evaluating and validating knowledge, the debate between positivism and 
phenomenology. The next section looks at how far the measures of reliability, 
validity and generalisability are met with regard to this research project. 
5.2.5 Reliability, validity and generalisability of the study 
In this section I describe and evaluate how appropriate measures of reliability, 
validity and generalisability are in relation to my research and how far I have 
tried to ensure that the research process, instruments and results met these 
measures. 
Hart (1998) questions which process of research can guarantee valid 
knowledge or what is classed as knowledge: 'the logic of inquiry that allows us 
to have assurance in our knowledge'. The above process can be either 
deductive or inductive. Hart (1998: 82) provides the following definitions of the 
concepts of deduction and induction: 
It is (deduction) commonly a statement or theory whose 
truth or falsity is known in advance of experience or 
observation (a priori: prior to experience)...... (Deduction 
mof inference) can proceed from the general to the particular, 
general to general or particular to particular ........ (induction) 
a statement whose truth or falsity is made more probable 
by the accumulation of confirming evidence (a posteriori: 
based on experience). 
The nineteenth century philosopher and empiricist, John Stuart Mill (in 
Hamlyn 1989: 277) attached great importance to inductive argument, moving 
175 
from particular cases to general truths, suggesting that all arguments based on 
deduction originally came from individual cases, from which people 
automatically make generalised statements or judgements. Moving from the 
more logical forms of reasoning, one can gain a different type of insight into 
'knowing' as proposed in the following quote by Richardson (1994: 517 in 
Clarkson 1998: 302), which highlights the releasing effect of poststructuralism 
upon our ways of knowing: 
Specifically, poststructuralism suggests two important things 
to qualitative writers: first, it directs us to understand ourselves 
reflexively as persons writing from particular positions at specific 
times; and second, it frees us from trying to write a single text in 
which everything is said to everyone. Nurturing our own 
voices releases the censorious hold of 'science writing' on our 
consciousness, as well as the arrogance it fosters in our psyche. 
Writing is validated as a method of knowing. 
Speaking of the work of writing as another process of discovery after outlining 
her experience as a laboratory researcher, Clarkson (1998: 302-3) tenders the 
following words: 
The poet in me went into hiding and it is only with my 
increasing grasp of the postmodernist, poststructuralist 
Zeitgeist that I begin to see the possibilities - not only as 
a wholesome final product called 'integration', but a 
continuing endeavour of validating all the forms of my 
search and my knowing even as I subject these very processes 
to both intuition, dialogue and objective inquiry. 
The above references to creative and poetic methods of knowing resonate quite 
powerfully with the creative side of my own nature, as does the idea of doing 
something for its own sake, as a process; this also seems to fit in with the 
notion of counselling as a creative process. However, to challenge, or perhaps 
balance the creativity, (or is it the other way around? ), one may need to be able 
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to see the usefulness of things (processes), this seems somewhat akin to the 
validity of research or methods. 
Returning to a more logical, though less exciting aspect (to me) of knowing, 
Rowan (1999) discusses the concept of knowledge, highlighting that 
knowledge is essentially based on theories, some researched and others not. To 
help clarify the situation, one might ask how a theory or system of ideas is 
proven or disproved. Rowan (1999) points out that theories can be proven or 
disproved by research, bearing in mind that any results depend upon the 
methods used and the researcher's bias; reasoned argument; observations of 
common experience; and that there is often a general world view of whether a 
theory stands up as proven. Theories, for example quantum theory, chaos 
theory; in psychology: developmental, dynamic, structural, cognitive, 
counselling, humanistic; models and paradigms (such as the new paradigm); 
are all subject to epistemological issues within the world of the subject 
disciplines: psychology, philosophy, sociology, neurology, biology and 
mathematics, to name but some. Historical discussion has fired debates on 
epistemology and helped to develop the disparity between disciplines, also 
resulting in 'general intellectual world-view(s)' (Rowan 1999: 95) expanded in 
the following quote: 
... (there is) substantial agreement about epistemological 
issues 
central to the understanding of culture processes and science. 
If historical debate has helped the numerous theories to evolve over time and 
there are general views within the disciplines, it may prove fi7ultful to explore 
177 
some of the contemporary issues. The term discipline infers a sense of order, a 
certain neatness, or tidiness; something that appears to be lacking in a 
postmodern world. Rappoport and Kren (1996 in Rowan 1999: 95) propose the 
following: 
.... the modem 
ideal of progress through rationality, efficiency 
and social control died at Auschwitz, and that certain foundation 
principles of postmodem thought such as the critique of positivist 
science and the deconstruction of language can find their justification 
in the failure of modem institutions to prevent the Holocaust. 
In losing sight of rationality and traditional ways of defining and structuring 
our lives, the processes of acquiring and validating knowledge have also 
changed. If one is to go along with a constructivist view of knowledge it may 
be that material reality is apprehended differently, or as suggested by 
Baudrillard (1995) seen increasingly through representations, metaphor or 
images. Rowan (1999) has highlighted the general agreement about 
epistemological issues in the understanding of culture processes and science; 
he takes a step further by submitting that: 
... 
it is no longer unusual to find philosophers and 
historians describing science itself as a culture process. 
In relation to this research project, I have an attraction to the notion of 
pluralism of approach and methodology; it has seemed judicious to carry out 
such a stuýdy. The following section looks at some of my own value-laden 
judgments about adolescents with learning disabi ities. 
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5.2.6 Intellectual traditions and philosophical assumptions 
Having explored to some degree my own ideas about the world, in particular 
the world of young people with learning disabilities, it seems valuable to now 
take a look at some philosophical assumptions as a series of windows on the 
world. This research project involves synthesizing difficult and large amounts 
of material and whilst being creative and original in that process; involving the 
evaluation of ideas, methodologies and techniques used to collect data and 
picking out both the strengths and weaknesses of that data, thereby gaining 
new insights. The intellectual traditions of positivism and phenomenology both 
shape and frame the way in which one views the nature of the world, how one 
knows about the world. I have gained knowledge of historical ideas, 
philosophy and social theory, which both stimulates and frightens me in their 
enormity. By learning more about the various ideologies, I have been able to 
assess and analyse different methodologies from an enhanced critical position, 
showing a clearer understanding of the limitations of the various approaches. 
This learning has enabled a higher degree of rational argument and helped me 
to develop a coherent framework or structure for the argument in support of the 
research project. 
Part of the excitement experienced in working on this project is around the 
notion of originality; being able to Play with ideas, access the research 
imagination and in some ways become a child again by getting in touch with 
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the curious and almost obsessively inquiring part of myself, which does not 
just belong to my mind but is located in my core, feeling as well as thinking 
and imaginary as well as real. Nevertheless, there is a paradox in this; after 
looking at what the term originality really means (one of the criteria for a PhD. 
thesis), the following alternative words: innovativeness, innovation, 
inventiveness, newness, novelty, break with tradition, freshness, creativity, 
imaginativeness, resourcefulness, individuality, unusualness, 
unconventionality, unprecedentedness are identified. This leads me to ask 
myself the following question: 'Can I, as a researcher, really be or do all or 
indeed any of thisT My answer to this question is that some of these things are 
possible within the remit of this study, namely, opportunities for me to play 
around with ideas, get in touch with my inherent curiosity and engage my 
enquiring mind to focus on the topic and discover new meanings from this 
process. However, there are limitations to what is possible in this study. The 
conventions of a doctorate thesis need to be adhered to and therefore, restrict 
the creative process to some degree. I have had to focus on what is appropriate 
and achievable within the parameters of this study. 
5.2.7 Methodological traditions 
One of the major debates in the social sciences is based upon positivism versus 
phenomenology as ways of knowing. Positivism puts the emphasis on 
measuring behaviour or phenomena that can be directly observed and the 
application of methods and assumptions of the natural sciences. It is one of the 
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methodological traditions firmly rooted in science; one that provides a view of 
the world based on observable, testable, reliable methods, validation of 
researe eing acceptable only if it follows strictly controlled scientific 
procedures. Key figures in the field include: Auguste Comte (1798-1857); Karl 
Popper (1902) and finally, Emile Durkheim. (1858-1917) who transferred 
scientific methods into sociology, establishing the laws of cause and effect in 
relation to social phenomena (functionalism). Positivists construct general 
laws or theories based upon observable relationships of cause and effect 
between the different phenomena under examination; one can look at science 
as a philosophy based upon the above premises. In relation to this research 
project, positivism can inform the examination of ideas using a more scientific 
eye, enabling a focus on the knowledge and data that is required about 
counselling and young people with learning disabilities, and the methodologies 
that would be acceptable to the research community. The psychological 
research community remains rooted in the empirical traditions of positivism, 
although there are moves towards accepting the validity of qualitative methods 
(McLeod, 2001 a). Increasingly, especially in the field of counselling 
psychology (Clarkson 1998), researchers trained in empirical methods are 
exploring the usefulness of examining phenomena from a qualitative 
viewpoint, accepting that what may be a truth for one individual may be true 
for others, though not necessarily so. The truth for that individual, nevertheless, 
can give me valuable insights into the 'world'. In the field of counselling as 
opposed to counselling psychology, phenomenological ways of knowing 
remain more deeply embedded. 
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Alternatively, phenomenological research involves the discovery of meaning t) I 
and interpretation of that meaning (or meanings); this makes objective 
measurement and establishment of simple cause and effect impossible. The 
meamngs attached to experiences or phenomena are subjective and constructed 
through intuition, personal insight and understanding. Interactionism falls 
within the broad spectrum of phenomenology because it is based upon the 
premise that human beings create their own meanings and construct their 
reality in relation to their interactions with others; these meanings being subject 
to negotiation and renegotiation (Mead 1959). In order to understand the 
development of phenomenology I have explored a little of the history involved. 
The Gennan philosopher hmnanuel Kant (1724-1804) was highly significant in 
the development of the philosophy known as phenomenology, embracing the 
view that the phenomenal world or the world of internal experience derives its 
structure from the subjective mind of the person experiencing it. Kant (in 
Hamlyn, 1989) claimed that reality cannot be scientifically confirmed, denied, 
or demonstrated but it can be interpreted through subjective experience and 
organised into twelve categories of thought, under four main classifications: 
quantity, quality, reason, and modality. Another German philosopher and a 
pupil of Kant, Johann Gottlieb (1762-1814), camed the phenomenological 
tradition a little further and proposed that the ego is the only basic reality. 
Hegel (1770-1831) also wrote a major work, 'The Phenomenology of Mind" 
(1807), which describes the progression of the human mind from 
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consciousness through to self-consciousness, the ability to reason, spirituality, 
and religion to absolute knowledge (Hamlyn 1989). 
In continuing the historical pathway to understanding how phenomenology 
developed, Max Weber (1864-1920) was earliest key figure associated with 
phenomenology as a form of interpretive sociology. Heidegger (1889-1976) 
examined the human condition, looking at consciousness, the human situation 
and the field of human existence. Jean-Paul Satre (1905-80) followed on from 
Heidegger, closely examining the notions of personal experience, the human 
condition, existentialism (Hamlyn 1989). Merleau-Ponty (1906-61) attacked 
behaviourism and the empiricism of psychology; he praised Gestalt as a way of 
paying attention to the phenomenological needs of the individual. This alliance 
to phenomenological ways of understanding the world was so strong that his 
theories were dismissed completely by the scientific establishment when he 
examined the notion of time using a subjective approach (Hamlyn 1989). 
After tracing some of the history of phenomenology and identifying the key 
figures, the application of this approach to what is known about the world 
resonates very strongly with my own ideas about research and what I would 
like to know about counselling and young people with learning disabilities. My 
Cgut feelings' and intuition - phenomenological terms in themselves - tell me 
that although events in the external world or 'real world' can be shared, 
experience of that world is individual, therefore can only be examined from a 
subjective, therefore individual perspective. However, that examination, let it 
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be called research, can stand a stronger chance of being validated by the 
scientific community if an empirical study is carried out in support of the 
qualitative claims. My personal view on this is divided: on the one hand part of 
me rails against the idea that the external world is deemed to be the real world 
by the scientific community, compounded by the fact that science is given a 
greater value in our society than individual experiencing of the world. 
However, there do seem to be some changes afoot, in the postmodern sense of 
pluralistic ways of collecting and analysing data about the world and the rise of 
interest in Eastern cultures and philosophies (Sokal and Bricmont, 1997/2003). 
On the other hand, my earlier training as a nurse and health visitor is set against 
a backdrop of the empirically based world of medicine, leaving me with a 
residual alliance to the positivist tradition. In spite of these seemingly opposing 
views, I am drawn to using research methods belonging firmly in both 
traditions (plurality of methodology in the postmodern sense (Rowan and 
Cooper, 1999; Clarkson, 1998) to shape and inform this research project. By 
carrying out a quantitative study to identify characteristics of those counsellors 
who include young people with learning disabilities in their counselling 
practices, followed up by a qualitative study to examine individual, subjective 
experience of counsellors, I intend to maintain credibility and validity with the 
scientific community, bearing in mind the huge area of influence retained in 
our culture. 
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5.2.8 Quantitative and qualitative research 
Bannister et al. (1994: 142) produces a clear definition of qualitative research: 
It (qualitative research) is theory generating, inductive, aiming 
to gain valid knowledge and understanding by representing and 
illuminating the nature and quality of a person's experiences. 
Participants are encouraged to speak for themselves. Personal 
accounts are valued, emergent issues within the accounts are 
attended to. The developing theory is thus firmly and richly 
grounded in personal experiences rather than a reflection of the 
researcher's a priori frameworks. 
Therefore in qualitative research the data collected reflects the experiences of 
both the research subjects and the researcher. Bannister et al., (1994: 143) 
claims that the researcher's knowledge and experiences are brought to the 
research process and that this has an effect on both the knowledge produced by 
the research and vice versa. The researcher's knowledge provides a perspective 
on the research process and is essentially a constructed and representative 
reality leading to the notion of multiple existing realities. Qualitative research 
demands that the researcher be actively engaged in the research process, which 
means that there needs to be: 
... a focus on critical examination on a number of 
levels, in the 
form of the researcher's reflection on both the process and 
experience of doing research and the ways in which the findings 
were constructed. 
(Bannister et al. 1994: 143) 
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The notion of reflexivity refers to this engagement both with and in the 
research process. However, the notion of reflexivity can carry with it the 
researcher's bias towards the topic, the research process, subjects, instruments 
and finally, the resulting data and discussion of findings. 
5.3 Research design and methods 
The systematic research necessary for this project has been conducted by first 
operationally defining the main concepts of counselling, psychotherapy, 
inclusion and young people with learning disabilities through the literature in 
order to counteract any of my preconceived ideas regarding these concepts. 
Bryman and Cramer (1990: 61/2) suggest that: 
An operationalised definition specifies the procedures 
(operations) that will permit differences .............. to 
be 
precisely specified. 
I use quantitative data analysis to fonn part of the process of research in a 
survey of counsellors and psychotherapists listed in the British Association for 
Counselling and Psychotherapy's (BACP, 2001) Directory. The research 
process began with an exploration of the theory around the concept of inclusion 
and exclusion of certain groups and individuals within society, moving from 
this general theory of inclusion to the inclusion of young people with learning 
disabilities in counselling and psychotherapy. The hypothesis, that counsellors 
can increase the inclusiveness of their practices and make counselling more 
accessible to young people with learning disabilities, is tested through two 
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main research tools, a survey of counsellors listed in the BACP Directory 
(2001) and semi-structured interviews. The question of where counselling 
practice may be at the present moment regarding inclusivity is addressed; the 
survey is designed to search for and inquire into aspects of counselling that 
indicate the present level of inclusivity. The above hypothesis encompasses the 
concepts of counselling and inclusion and provides the focus for exploration. 
However, according to Bryman and Cramer (1990), hypotheses may focus 
researchers in one direction to the detriment of other interesting facts to be 
found in the resulting data. Therefore I have tried to remain as open as possible 
to emerging themes and ideas from the data. Measuring the concepts that are 
contained in this hypothesis can assess the validity of the hypothesis. The 
concepts in question are: counselling, psychotherapy, inclusion, young people 
and learning disabilities. Therefore I have made counselling more concrete as a 
concept by translating it into variables obtained from exploratory pre-pilot 
work. The variables identified from this pre-pilot work fonn the basis for the 
questionnaire and the interviews. 
The results of this study are not intended to be generalisable to the larger 
counselling population; results are restricted to counsellors and 
psychotherapists listed in the BACP Directory for 2001. It is not feasible with 
the resources available to survey all counsellors and psychotherapists, also this 
is a population that is not possible to reach with any degree of accuracy, 
therefore, I have chosen a working population. Moreover, this sample is 
appropriate in the sense that there are moves nationally to regulate counselling 
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and psychotherapy, in which case lists, such as the BACP Directory, will 
become more representative of the total counselling population. However, the 
results from this study may be used to infer common themes across the 
counselling population and applied critically to other minority or marginalized 
groups, for example, refugees, the physically disabled, the mentally ill. 
5.3.1 Data collection 
In order to measure inclusivity in counselling practice certain indicators are 
required to represent the main concepts. How are these indicators identified? 
Firstly, a survey of counsellors listed in the BACP directory (2001) has been 
carried out in order to examine the level of counselling regarding young people 
with learning disabilities in the wider sense (mainstream) and to search for 
indicators of inclusiveness. Secondly, this infonnation is subject to 
triangulation and supplemented by data from a series of semi-structured 
interviews with counsellors. Following the operational definition of each of the 
concepts, (inclusion, counselling, young people, learning disabilities) I have 
developed a questionnaire to include multi-item measures (Appendix 1). 
Triangulation is essentially the use of different vantage points 
And takes a variety of forms, it allows illumination from 
multiple standpoints, reflecting a commitment to thoroughness, 
flexibility and differences of opinion. 
(Bannister et al. 1994: 145) 
According to Bannister, research methods can be extremely well constructed, 
yet still have limitations, threats to validity and distortions. As researcher, my 
biases, blind spots and perspective have the potential to limit the validity of the 
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research methodology. Therefore, two different data collection methods have 
been used to triangulate the data and increase the validity of the findings, 
namely survey and interview methods. Triangulation includes the use of 
quantitative and qualitative data collection methods, research tools and data 
analysis methods. 
5.3.2 Research instrument one: survey of counsellors listed in BACP 
Directory 
Can counsellors make their practices more inclusive of young 
people with learning disabilities? 
In order to answer this question I have investigated the current position 
regarding inclusion of this group in counselling and used this as a baseline. In 
the wider population potential clients are able to contact a counsellor through 
the British Association for Counselling and Psychotherapy's (BACP) 
Directory, which is available on request from the BACP and local libraries. 
Some Citizens' Advice Bureaus also retain copies of the directory. Details of 
the BACP can be obtained from the telephone directory and their website on 
the Internet. The results will show how access to infonnation about counselling 
may prove to be a major issue for young people with learning disabilities. 
The results of the survey are intended to inform individual counsellors and 
interested parties, for example organisations dealing with young people with 
learning disabilities in the statutory, voluntary and private sector regarding 
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inclusive counselling practice. Although specialised services, such as 
educational psychologists, are available to provide psychological help to this 
group of people, one aspect of the notion of inclusion refers to inclusiveness 
within the mainstream. Therefore there is a need to find out about counselling 
and psychotherapy provision available to the wider populace in order to assess 
the present level of inclusivity. 
The survey has been designed to identify any emerging issues involved in 
counselling young people with learning disabilities. The next step of the 
research process has been designed to build upon these issues and explore them 
further. Interviews with counsellors and psychotherapists enable the 
characteristics of inclusive counselling practices to be highlighted and a theory 
to support the notion of a model for inclusive counselling practices to be 
developed. However, I am aware that the data collection is biased towards the 
views of counsellors as service providers rather than clients as service users. 
Kazdin (2000) also claims that little of the research focuses on young peoples' 
perspectives. Moreover, Docherty and Sandelowski (1999) claim that young 
people can contribute much to the body of knowledge with their own 
experiences of therapy. Nevertheless, I believe that the assessment of the 
present level of inclusivity in counselling and counsellors' ideas and 
experiences of strategies for increasing inclusion fonn the basis for further 
work in this field and can be of value in adding to the existing knowledge bases 
of both counselling and social inclusion. 
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The survey questionnaire aims to identify counsellors who demonstrate 
inclusiveness in their practices and the main characteristics of an inclusive 
counselling practice. I aim to identify any difficulties in providing a 
counselling service to young people with learning disabilities from the 
resulting data and any highlight operational difficulties. It is my intention to 
use this knowledge to facilitate the design of a model that stands as good 
practice for counsellors. The questionnaire aims to collect both quantitative and 
qualitative data and will be used to build up a profile of counsellors and their 
practices regarding the counselling of young people with learning disabilities. 
The quantitative aspect of the survey is primarily designed to establish 
relationships between the various constructs, such as counselling approach and 
level of counselling young people with learning disabilities, with the 
qualitative aspects reflecting counsellors' opinions and suggestions. 
Gall et al., (1996) suggest that survey questionnaires are measures that present 
a number of written questions to be completed by research subjects deemed 
representative of a particular population (sample). Munn and Drever (1995) 
support this view of and suggest that questionnaires are a valid form of data 
collection. The main reason for using a questionnaire as a research tool is that a 
snapshot of the present state of counselling provision for young people with 
learning disabilities seems necessary as a baseline for the development of a 
model for good practice. There are several advantages to using questionnaires; 
firstly, they can be anonymous and this can encourage a greater degree of 
honesty in giving answers. Secondly, questionnaires can provide more 
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structured data, including numerical data. Finally, the data collected can be 
more straightforward to analyse, therefore more reliable in the positivistic 
sense (Anderson and Arsenault 1998). Munn and Drever (1995) suggest that 
one of the greatest advantages of survey questionnaires is that all participants 
are presented with the same questions in the same order, giving a 
standardisation of stimulus presentation resulting in more consistent 
information. However, survey questionnaires may be problematic in several 
ways: it can be difficult to clarify some question responses in surveys, whereas 
interviews enable explanations and explorations to take place through 
communication and interaction (Fink, 1995); open-ended responses may be 
difficult to analyse (Lee, 1994); there may be a poor response rate (Keeves, 
1988) and questionnaires may be biased towards the researcher's perspective 
(Hopkins, 1993). In spite of these potential problems, the survey questionnaire 
seemed to be the most appropriate way of collecting the volume and range of 
data required ((Keeves, 1988; Fink, 1995; Lee, 1994). Weaknesses that may be 
inherent in the data collection tool were countered by pre-pilot work and 
piloting the questionnaire to ensure that questions were understood, responses 
were clear and researcher bias kept to a minimum; follow-up interviews 
allowed for exploration of a sample of respondents; an accompanying letter to 
the questionnaire provided the 'personal touch' and an opportunity for the 
respondent to make contact with the researcher if they chose to do so; and 
response rates were monitored with more questionnaires being sent out to make 
up for any shortfall. 
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To enable statistical generalisations to be made the sample is required to be 
representative of the counselling population across a range of variables. The 
sampling procedures chosen for this survey facilitated the highest degree of 
external validity possible within the restraints of resources available for the 
research project. Although a survey of the full counselling population may 
provide more valid and accurate data, the cost in terms of resources would be 
prohibitive and there would be difficulties in gaining access to this disparate 
group of individuals. Moreover, Smith (1975) suggests that in some cases 
representative samples can give a better estimate of the target population than a 
complete count survey. Smith (1975) explains this apparent paradox by the 
number of mechanical and clerical errors in such a large survey, suggesting 
that such error margins can be controlled more easily in a smaller sample. 
Smith (1975) also introduces the concept of universe in relation to the sampling 
process and suggests that in order to generalise from data a clearly defined 
conceptualisation needs to be made of the target popu ation. 
According to May (1997) surveys measure facts, attitudes or behaviour through 
questions, which indicates that the hypotheses involved in this study need to be 
operationalised into measures. These measures are essentially the questions 
that the respondents can understand and answer. I have carried out pre-pilot 
work in order that answers can be categorised and quantified. Initial fieldwork 
for this study was conducted to inform and test the questionnaire to ensure that 
the questions were unambiguous, to invite feedback on the type of questions 
any difficulties experienced in answering the questions and the order of the 
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questions, as suggested by Vogt (1993). This has enabled the layout of the 
questionnaire to be revised, along with the question wording and design to take 
account of any criticisms and problems. 
5.3.3 Research instrument two: semi-structured interviews 
The second research tool used in the study is the semi-structured interview. 
This was designed to collect qualitative data to both enrich and triangulate the 
data from the survey questionnaires. Brown and Dowling (1998) propose a 
scale with structured interviews reflecting positivism at one end and 
unstructured interviews representing interpretivism at the other. The difference 
in interview types can be made sense of in terms of epistemological positions. 
It may be possible to obtain similar information from questionnaires and 
structured interviews. In contrast, unstructured interviews are purely qualitative 
and could be described as conversations. A common factor of all types of 
interviews is interaction and relationship (McLeod, 1998). 
In order to collect enriching data the interviews needed to provide 
opportunities for participants to present their own ideas and extend their 
thoughts with the minimum of restrictions. However, to enable opportunities 
for triangulation of data from the survey, the interviews were required to 
address the same themes and issues. Therefore, structured interviews were not 
appropriate; they would have restricted the enrichment of the data obtained. On 
the other hand, unstructured interviews could not guarantee that all related 
themes and issues would be discussed. Semi-structured interviews provided the 
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structure required for each topic of importance to the study to be covered, at 
the same time giving the participants opportunities to answer open questions in 
their own way, thereby enriching the data. 
Interviewees were selected from information provided in the survey 
questionnaire and contacted by letter, telephone or email. The interviews were 
conducted through the same range of media depending on accessibility and 
resource constraints, for example, time, and geography or travel expenses. Face 
to face interviews were audio-taped and extensive notes were taken to capture 
the data from all the interviews as recommended by Brown and Dowling 
(1998). 
5.3.4 Pilot Study 
May (1997) suggests that the methodology of survey research should include 
the piloting of questionnaires. This questionnaire was piloted amongst a group 
of counsellors (n=25) primarily in order to identify any potential problems with 
the questionnaire itself rather than for the value of data collected. Respondents 
were requested to critique the fonnat of the questionnaire to ensure that it was 
user-friendly and effective in line with good research practice (Morse and Field 
1996). The pilot survey was valuable in that the sample chosen for the pilot 
included experienced counsellors with a strong academic background in 
counselling, some were counselling trainers and educators, some had active 
research backgrounds. This sample provided an expert panel, referred to by 
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Presser and Blair (1994), and consisted of a group of experts in the field who 
were well placed to give advice and critical feedback on the research tool. 
The actual data from the pilot study provided a perspective on the provision of 
counselling and psychotherapy to young people with learning disabilities 
amongst experienced counselling practitioners. This group of counsellors may 
be expected to be more aware of any issues involved in counselling young 
people who have learning disabilities and therefore more likely to respond to 
their needs due to their high level of theoretical knowledge, extensive training 
and counselling experience. 
The piloting of the questionnaire was a test of whether the tool would collect 
appropriate data before going on to survey the main BACP Directory (2002). K- 
Although I paid great attention was to the design of the questionnaire it was in 
no way certain that the tool would fulfil the data collection needs. Oppenheim 
(1973: 49) captures this uncertainty: 
In reality questioning people is more like trying to catch 
a particularly elusive fish, by hopefully casting different 
kinds of bait at different depths, without knowing what 
goes on beneath the surface. 
According to Czaja and Blair (1996) the first draft of a questionnaire is based 
upon the assumptions of the researcher in that there is some preconceived idea 
of the types of answers that respondents might give. These preconceived ideas 
may be completely wrong. A pilot questionnaire tests both assumptions and 
presumptions (Czaia and Blair 1996). Czaja and Blair (1996) suggest that a 
196 
pre-test assesses how true respondents answers are to the questions; in other 
words, how valid and reliable they are. 
5.3.4.1 Reliability and validity of the research tool 
Czaja and Blair (1996) refer to the availability of pre-test methodologies and 
research that compares these methods (Bischoping 1989, Presser and Blair 
1994, Carrell et al., 1989, Campanelli et al., 1991). However, it is suggested 
that there is no one best method applies to particular circumstances and that it 
is reliant upon the researchers own judgement to weigh up rigor and resources. 
It is advised by Czaja and Blair (1996) that a small number of respondents are 
used in the pilot, gaining critical feedback, which can be summarised and 
presented as data, as is the case with this pilot study. 
May (1997) suggests that a first draft of a survey questionnaire should be 
piloted and a way of pre-coding the questions devised to make analysis easier. 
A questionnaire utility guide provided by Czaja and Blair (1996: 61) was used 
to assess the usefulness of the survey questionnaire. Importantly, pre-testing 
may not address all aspects of the data collection process, focusing mainly on 
the questionnaire. 
The validity and reliability of the questionnaire is exwnined to assess whether 
it is consistent. Bryman and Cramer (1990) suggest that test/retest procedures 
are used to test external reliability and if the results remain constant over time 
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then external reliability is established. However, the available resources for this 
research project do not allow for tests of external validity. According to 
Bryman and Cramer (1990), internal reliability is of particular importance in 
connection with multiple-item scales. Are the items that make up the scale 
reliable? 
Reliability refers to the extent to which a test or technique 
functions consistently and accurately by yielding the same 
results. 
Venna and Mallick 1999: 202) 
Regarding validity, how far do research instruments give valid information 
au -'-out a subject, construct or concept? Regarding face validity, does the 
research tool reflect the ideas in question? Concurrent validity means that: 
... the researcher employs a criterion on which people are known to differ and which is relevant to the concept in 
question. 
(Bryman and Cramer 1990: 72). 
According to Bryman and Cramer (1990) in order to be valid a questionnaire 
needs to provide information about the constructs identified as relevant to the 
study, in the case of this study: theoretical approach to counselling, level of 
counselling activity with young people who have learning disabilities, 
strategies employed and counselling context. In order to ensure validity I also 
made sure that respondents had an understanding of the questions and 
interpreted them as intended. I also increased the reliability of the research tool 
by asking another researcher (a colleague) to administer the questionnaire to a 
small sample using the same procedures. Weaknesses of the research tool 
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included the misinterpretation by respondents regarding the term 'leaming 
disabilities', which was taken to represent young people who had specific 
learning difficulties such as dyslexia and discalcula; and complaints that the 
questionnaire was too long and not user-friendly. I revised the tool following 
feedback from my colleague and pre-pilot/pilot participants. A further pilot 
study was carried out and is referred to in more detail in the following section. 
5.3.4.2 Summary of pilot study 
The data from the pilot questionnaire was analysed question by question with 
quantitative data being converted into representational statistics. Figure 2 
presents some of the feedback given by participants regarding the pilot 
questionnaire: 
Figure 2: Feedback on survey questionnaire 
It would be useful to provide a definition of learning disabilities. 
Typing, spelling and grammatical errors. 
Answer boxes need to correspond more closely to question options. 
The clarity and polite style was commented on. 
A well-constructed questionnaire. 
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Written feedback on the questionnaire has enabled a more effective research 
tool to be designed. I modified the questionnaire to include a definition of the 
term learning disabilities, corrected typing and grammatical errors and changed 4-7 -- 
the layout slightly to improve clarity. The fall data from the pilot study is 
available in Appendix 2. 
5.3.5 Main survey 
Following further development work based on the pilot study and discussions 
with experienced counsellors, trainers and researchers I distributed 600 
questionnaires by post each with a covering letter and an enclosed stamped 
addressed envelope. 
Figure 3: Survey respondent details 
Number of counsellors sampled 3000 
Number of respondents 396 
Sub-group consenting to interviews 15 
I chose 600 counsellors to receive questionnaires in order to try and achieve a 
10% sample of returns, 10% being the statistically valid sample advised by 
Cramer (1990). 1 did not seek permission from the British Association of 
Counselling because the counsellors surveyed were all listed in the BACP 
Directory (2001), a resource fully in the public domain. The return rate was 
higher than I had expected with 396 questionnaires returned within the 4zpl-- 
requested period of time (two weeks). In order to generalize from quantitative 
200 
research findings Bassey (1981) suggests that a sample of 10% of the research 
population would be acceptable; the 396 sample for this study is a little higher 
than 10%, the full BACP list amounting to 3000 counsellors. However, this 
sample can only be taken to be representative of the population of counsellors 
listed in the BACP Directory (2001) because the full population is disparate for 
several reasons. Firstly, the profession is not fully regulated; therefore 
counsellors may not be affiliated to a professional body. Secondly, even if 
counsellors ascribe to such a professional body there are a variety of national 
and local organisations available. Finally, the nomenclature used in relation to 
counselling includes a range of terms and counsellors may advertise their 
services in accordance with their particular variance or approach to therapy and 
register with specialist organisations, for example, counselling and 
hypnotherapy, life coach and counsellor; counselling itself is not easily 
definable. 
Bassey (1981) highlights problems of generalising from insufficient data such 
as the sample being unrepresentative of the population under scrutiny. 
Therefore in this study an alternative type of generalisation will be applied. 
Silverman (2000) proposes that by developing hypotheses and then testing 
them out successfully, generalisations can contribute to theory building. This 
fits well with my thesis, which is essentially concerned with developing a 
theory regarding inclusive counselling practice; based on the hypothesis that 
counsellors can make their practices more inclusive of young people with 
leaming disabilities. 
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Silverman (2000) suggests that social science researchers tend to adhere to the 
paradigm leamt in their training, usually either quantitative or qualitative but 
not both. Therefore for part of the analysis I have stepped outside of my 
preferred (and comfortable) paradigm to venture into the little known (for me) 
world of quantitative research. Bryman and Cramer (1990: 63) suggest that: 
... units of analysis differ with respect to the concept in 
question. 
Therefore the analysis of data for this study is varied, along with differing 
forms of presentation to fit in with the nature of what is being measured. The 
analysis indicates which of the concepts are constant and the range of variables 
exhibited. This range is analysed in three different ways; firstly, univariate 
analysis is carried out to see how individual counsellors are distributed in 
relation to a single variable, such as theoretical approach to counselling. This 
information is also examined in tenus of averages. Secondly, a bivariate 
analysis is carried out to look for connections between two variables at a time, 
for example, frequency of counselling young people with learning disabilities 
and theoretical approach to counselling. The Statistical Package for the Social 
Sciences (SPSS, 1999) is used for this purpose. 
5.3.5.1 Semi-structured interviews 
The second research tool used in this study is the semi-structured interview. 
This was designed to collect quantitative data to both enrich and triangulate the 
survey data. Brown and Dowling (1998) propose a scale with structured 
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interviews at one end reflecting a positivist approach and unstructured 
interviews at the other end representing interpretivism. The difference in 
interview types can be made sense of in terms of epistemological positions. It 
may be possible to obtain both qualitative and quantitative information through 
questionnaires or structured interviews whilst unstructured interviews could be 
viewed as conversations and only collect qualitative data. A common factor in 
all types of interviews is interaction and relationship (Brown and Dowling, 
ibid). In order to collect enriching data for this study I required the interviews 
to provide opportunities for participants to present their own ideas and extend 
their thoughts with the minimum of restrictions. However, to enable data to 
provide opportunities for triangulation with the survey the same themes and 
issues needed to be covered. Therefore, structured interviews were not 
appropriate; they would restrict the enrichment of data obtained. On the other K- 
hand, unstructured interviews could not guarantee that all related themes and 
issues would be discussed. Semi-structured interviews provided the structure 
required for each topic of importance to be covered whilst at the same time 
giving participants opportunities to answer open questions in their own way, 
thereby enriching the data. 
Interviewees were selected on an opportunistic basis from information 
provided in the returned survey questionnaires; all who had responded were 
contacted by telephone, email or letter. 
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Figure 4: Interviewee details 
Interviewee background Interview medium 
Person-centred approach x 11 Face-to face x 10 
Gestalt approach x2 Telephone x3 
Psychodynamic approach x2 Email x2 
The interviews were conducted mainly face to face, with some by telephone or 
email depending on accessibility and resources, geography and travel expenses. 
Face to face interviews were audio-taped and extensive notes were taken to 
capture the data. As recommended by Brown and Dowling (1998) 1 conducted 
pilot interviews in order to allow the interview process to be reflected upon by 
interviewees and test the interview question, evaluating data collected in terms 
of relation to the survey data, thereby also testing out data analysis methods. 
Pre-pilot work included firstly, in-depth unstructured interviews with young 
people with learning disabilities, parents, carers and counsellors. Secondly, I 
carried out discussions with counsellors at various workshops and professional 
development activities on learning disabilities and asked for their feedback on 
training. This pre-pilot work helped me to design the first research instrument, 
the questionnaire and develop a series of prompts for the qualitative semi- 
structured interviews. 
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Figure 5: Sources of data 
Pre-pilot interviews 
a Young people with learning disabilities 
Pre-pilot interviews 
b Carers 
Pre-pilot interviews 
c Counsellors 
Pre-pilot interviews 
d Workshops and professional development activities 
Main study interviews with counsellors 
e 
Main study survey 
f 
The interviews were standardised using a set of questions (see appendix 6). 
Prompts and probes were used to collect as much subjective data as possible. 
Interview questions were arranged in groups according to themes as suggested 
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by Bannister and Fransella (1986). As interviewer I aimed to put participants at 
ease and build up rapport in order to facilitate the process and encourage the 
sharing of information. I used a variety of skills as recommended by McLeod 
(1995), including the use of open questions, listening, reflecting and 
monitoring the flow of the interview. 
5.4 Data Analysis Methods 
Two main types of data analysis were used, with quantitative analysis and 
statistical methods adopted for data collected from the survey questionnaires 
and qualitative analysis for the data from semi-structured interviews. 
5.4.1 Quantitative analysis 
Simple statistical procedures are used to analyse the quantitative data because 
generalisations will be theoretical rather than statistically based. In order to 
apply these tests or procedures it is necessary to first identify the different 
types of variables. For instance, quantitative data from the questionnaires is 
collated producing four main categories for analysis very early in the process, 
namely therapists who never, rarely, sometimes or often counsel young people 
with leaming disabilities. Bryman and Cramer (1990) refer to this category as 
ordinal, in which counsellors can be assigned a value of more or less. 
Counsellors are also categorised in this nominal way according to counselling 
approach, psychodynamic, person-centred, integrative, psychosynthesis, 
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transactional analysis; this is the most simplistic way of classifying variables. 
Dichotomous variables comprise another simple type of variable, with only 
two categories, such as yes (a counsellor does come in contact with young 
people with learning disabilities in their main occupational role) or not. The 
analytic process may have been biased towards these categories due to the 
initial responses from fieldwork, however, I remained aware of this possibility 
and of any preconceived ideas that may influence the data analysis and 
interpretation process. 
5.4.1.1 Statistical procedures 
Simple statistical procedures of median, mode, averages and percentages are 
used to translate data into numerical forms that can show proportions and be 
presented in easily accessible graphical formats. Bell (1998) recommends that 
data be presented in a variety of ways, for example: tables, bar charts, pie 
charts, adopting the clearest fonn of presentation for each category. Descriptive 
statistics are used in this analysis to give a proportional weighting to the data. 
Hayes (1997) suggests that by describing aspects of the world (the research 
subject/topic under scrutiny) using numbers and summarising data, the 
complexity of the world can be reduced, facilitating a greater understanding of 
phenomena. Following the collation of data from the survey it has become 
apparent that at this stage of the analytical process graphical representation is 
essential before any further understanding can be gained. 
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5.4.2 Qualitative analysis 
Morse and Field (1996) outline approaches to qualitative research that may 
have been appropriate to this study. Firstly the grounded theory approach 
(Glaser and Strauss, 1990) where the researcher works inductively, carrying 
out the literature search after the data collection and analysis; secondly, an 
approach where the researcher reads all infon-nation available about the topic 
and brackets off this infonnation whilst collecting data. In order to obtain 
results relating to the survey data and identify any other relevant issues it 
seemed more appropriate to adopt a thematic approach infon-ned by grounded 
theory (Glaser and Strauss, 1990; Rennie, 1992) rather than a pure grounded 
theory approach. By using ideas from grounded theory to facilitate a thematic 
approach within the structure of questions related to the survey questionnaire K- 
categories and themes were identified. These were then analysed using existing 
theory whilst building original theory of good practice for including young 
people with learning disabilities in counselling. I coded and classified the data 
from interviews following ideas on thematic approaches to data analysis 
outlined by Burnard (1997) and Morrall (199 8). 
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5.4.3 Ethical issues 
There were several ethical issues that needed addressing in this study. The 
central issues were related to participants and involved their welfare and 
dignity. I have found it useful to focus upon the rights of participants as 
described by Kitchener (1984), using the following concepts: 
" Respect for autonomy 
" Nonmaleficence 
" Beneficence 
" Justice 
" Fidelity 
These five concepts have been adopted as the basis for the most recent code of 
ethics by the BACP (2004). The use of informed consent addresses the first 
concept of respect for autonomy by giving participants enough information to 
enable them to decide whether they wanted to take part in the research. Bond 
(2004a, b; ) and McLeod (1999) suggest that informed consent is essential to 
the research process. I also obtained permission from the Ethics Committee at 
the University of Durham and I explained to participants that they had the right 
to withdraw from the research at any time. Participants may want to please the 
researcher, therefore by being clear about the potential to withdraw, researchers 
are likely to prevent harm (McLeod, 1999). This fits with the BACP Ethical 
Framework (2004) and Bond's ideas in ethical practice (2004a, b; 2003). 
Maintaining participant confidentiality and privacy (McLeod, 1999) through 
the use of a numbering system for data collection purposes and removing all 
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identifying information from quotes and comments used in the thesis addressed 
the concept of non-maleficence (BACP, 2004; Bond, 2004a, b, 2003). The 
issue of confidentiality and privacy also link in with the concept of 'fidelity' 
because it is my responsibility to ensure that confidentiality is maintained even 
if this negatively affects the research (McLeod, 1999). When considering 
Kitchener's (ibid. ) concept of justice I used the rationale that this research may 
benefit potential clients who have learning disabilities and help to raise 
awareness in counsellors who participated in the study. 
5.5 Summary 
In this chapter I have explored epistemology and theory, relating this to young 
people with learning disabilities and my personal and professional knowledge. 
Theory around the intellectual traditions and assumptions of qualitative and 
quantitative research has been explored and linked to the process of research 
for this study. I have attempted to make the research process clear and 
transparent and have provided details of pre-pilot and pilot work, data 
collection methods, the research instruments and data analysis procedures. 
Weaknesses of the methods and tools have been identified and the steps taken 
to overcome these weaknesses explained. Relevant ethical issues have been 
briefly outlined. In the next section I present the results from the research 
study. 
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Chapter 6: Presentation of Results 
6.1 Introduction 
In this chapter I first systematically present the results in relation to the survey 
questions (n=396), followed by data from a sub-sample of semi-structured 
interviews with counsellors (n=15). I have chosen to present these results in 
graphical, table and chart form with accompanying narrative relating directly to 
hypotheses derived from the research questions in order to facilitate a clear, 
logical and progressive process. Analysis of the survey data is largely 
quantitative, using descriptive statistics. The qualitative data from the survey 
are analysed using a thematic approach based on techniques of grounded 
theory. It must be stressed that a pure grounded theory approach is not adopted, 
rather some of the techniques identifying themes through coding are used and 
the themes build theory in the form of a model for good practice (see 
Discussion chapter). There is an integration of both research paradigms in the 
presentation of results and the method is indicated clearly. I have subjected 
data collected from the survey sample (n=396) to descriptive statistical analysis 
using the SPSS software package (Version 1999) and summarised the results 
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for presentation. The evidence I put forward in this chapter challenges my 
hypothesis that counsellors are able to make their practices more inclusive. 
6.2 Range of inclusionlexclusion and potential for increasing 
inclusion (survey question 1) 
This section relates to the main research question 'Can counsellors make their 
practices more inclusive of young people with learning disabilitiesT and the 
first survey question. I begin by exploring the present counselling landscape 
regarding the inclusion/exclusion of this client group. 
6.2.1 Frequency of counselling young people with learning 
disabilities 
I have arranged data (e, see figure 5, page 205) indicating counsellors' answers 
to the question: 'How often do you counsel young people with learning 
disabilitiesT on a simple frequency scale with the variable never forming the 
lower end of the scale (0), often the higher end of the scale (10) and the 
remaining variables of rarely and sometimes at appropriate points in-between 
(fig. 6). These concepts were originally identified from a qualitative analysis of 
pre-pilot data (c, see figure 5, page 205). 1 have presented the data in this linear 
way (visually rather than numerically) in order to give an impression of a 
continuum of inclusion. 
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Figure 6: Frequency scale of including young people with learning 
disabilities in counselling 
10 
Never (62%) Rarely (24%) Sometimes(11%) Often(3%) 
The scale indicates that the level of counselling provided to this client group is 
variable with a potential of counselling this group of young people often. If 3% 
counsellors are able to make such provision it seems reasonable to expect that 
other counsellors may be able to change their practices in some way to become 
more inclusive, in other words, there appears to be a potential for a higher level 
of inclusivity in spite of the general appearance that counselling is exclusive of 
this client group. 
A further finding of significance in relation to the inclusion variables appears 
in a breakdown of the statistics from the main survey (f, see figure 5, page 205) 
placing counsellors in the frequency categories derived from qualitative 
interviews (c, see figure 5, page 205) 1 carried out in pre-pilot work (never, 
rarely, sometimes and often). The majority of counsellors do not counsel this 
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client group (62%) and the remainder can be divided into three sub-groups 
based on the variables of rarely, sometimes and often. It is significant that the 
group of counsellors who most often counsel these young people is in the 
minority (3%). The following pie chart highlights the huge differential between 
counsellors who do not counsel this client group and three sub-groups of 
counsellors who rarely, sometimes and often counsel these young people (fig. 
7). Therefore, although it appears that counselling mainly excludes young 
people with learning disabilities some counsellors are including this type of 
client. This indicates the potential for inclusion and shows that it may be 
possible for counsellors to make their practices inclusive if they are motivated 
towards this. 
Figure 7: Frequency of counselling young people with learning 
disabilities 
24% 
62% 
E3 Never El Sometimes 
N Rarely D Often 
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11% 3% 
6.3 Theoretical approach (survey question 2) 
The following diagram presents the range of theoretical approaches identified 
from survey question two in relation to the variables of 'never', 'rarely, 
csometimes' and 'often'. The most inclusive counsellors are shown to be 
psychodynamic, integrative and person-centred. These are also the most 
commonly used approaches, as depicted in figure 8. 
Figure 8: Counsellors theoretical approach and degree of 
inclusivity/exclusivity 
0 Or -E-neýv er 
13 som etim es 
0 C3 often 
(F .0k counselling/psychotherapy approach 
50 
45 
40 
35 
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15 
10 
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Figure 9: Percentage of counsellors affiliated to each approach 
Counselling approach 
Psychodynamic 37% 
Person-centred 26% 
Integrated 24% 
Gestalt 4% 
Cognitive-behavioural 3% 
Psychosynthesis 3% 
Transactional analysis 3% 
6.4 Main occupational role and contact with client group (survey 
questions 314) 
The following graph (figure 10) presents the results in relation to counsellors 
who have occupational roles other than counsellor. Such roles include social 
worker, nurse, teacher and support worker. Counsellors in this category who 
use the integrative approach appear more inclusive, whilst counsellors who do 
not have contact with this client group in their main occupational role are less 
inclusive overall. 
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Figure 10: Counsellors who have contact with young people with learning 
disabilities in their main occupational role 
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60 0 never 
50 0 rarely 
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6.5 Practice context (survey questions 516) 
It is immediately apparent from the results of the survey (f, see figure 5, page 
205) that the vast majority of counsellors (79%) are in private practice (fig. 3). 
This may indicate a range of private work in that counsellors may see just the 
occasional private client alongside their main employment or that most of their 
work involves private practice. The data collection methods do not allow for 
the differentiation of these results. Educational settings account for the practice 
context for 13% counsellors, with a range that includes schools, local education 
authonties (LEAs), college and university counselling services. 
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Figure 11: Counsellors' practice contexts 
The results (f, survey, see figure 5, page 205) indicate that of the counsellors in 
private practice, 38% are affiliated to the psychodynamic approach. The second 
largest group of counsellors (34%) work in the health context; 27% work in the 
voluntary sector and 13% in educational settings such as colleges, universities 
and schools. A small number of counsellors work in occupational and social 
services contexts (13%) in each. Working within the various practice contexts 
is not mutually exclusive with some counsellors working in a variety of 
settings. 
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6.6 Organisational context (survey question 7) 
The results (f, survey, see figure 5, page 205) indicate that the majority of 
counsellors are not affiliated to any particular organisation. This may suggest 
that they work in private practice or as freelance practitioners on a self- 
employed or sessional basis. Unfortunately the data collection method has not 
allowed for differentiation of this group. Counsellors (27%) indicate that they 
provide volunteer counselling for organisations such as MIND, women's' 
centres, CRUSE, Relate, religious organisations and charitable trusts (fig. 12). 
Interviews with volunteer counsellors from Cruse Bereavement Care show that 
young people with learning disabilities are referred occasionally for 
counselling, and almost always by a parent, carer or teacher. It is also 
interesting to note that these young people are usually in the care of social 
service departments as 'looked after' children or young adults in community 
homes with no access to counselling services other than those provided by the 
voluntary sector. Data from interviews (a, b, c, e, see figure 5, page 205) and 
feedback from awareness raising and training workshops (d, see figure 5, page 
205) with voluntary counselling agencies in relation to increasing access to 
counselling for young people with learning disabilities indicate that counsellors 
in the voluntary sector are motivated towards working with this client group 
but would like some ftu-ther skills, knowledge and support in order to build up 
their confidence. 
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Figure 12: Counsellors' organisational contexts 
Organisational context Percentage 
Police constabulary 
University counselling service 
LEA 
61.0 
11.0 
6.0 
3.0 
2.0 
2.0 
2.0 
2.0 
2.0 
1.5 
1.5 
1.0 
1.0 
1.0 
1.0 
1.0 
1.0 
A significant proportion (11%) of counsellors are employed by MIND, (a 
provider of help for individuals with mental health problems and their 
families), either in a paid or voluntary capacity (the data does not provide the 
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means to differentiate) and a further 6% counsellors work for CRUSE 
Bereavement Care, almost exclusively as volunteers. The percentage of 
counsellors working for other organisations is relatively small and spreads 
across the range presented in fig. 12. 
The relationship therapy service, Relate, employs 3% of counsellors from the 
sample (n=396) and an equal number of counsellors provide their services to 
religious organisations. Women's centres and independent counselling centres 
together account for 4% of the organisations employing counsellors. Although 
only 2% counsellors work for Employee Assistance Providers there is evidence 
that this is an area of counselling that is increasing (McLeod, 2001b). Other 
organisations such as the police force, post-adoption services, charitable trusts 
and Brooke Advisory Services account for the remaining (5%) of counsellor's 
employment. 
6.7 Main source of referrals (survey question 8) 
Data collected on the main source of counselling referrals is related to general 
referrals rather than young people with learning disabilities specifically. Figure 
13 presents the results from survey question 8. Self-referral, word of mouth and 
general practitioners are clearly identified as the major sources of counselling 
referrals. 
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Figure 13: Main sources of counselling referrals 
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6.8 Counsellors' suggestions for increasing access to counselling 
services (survey question 9) 
Seventy-four percent of counsellors surveyed responded with their ideas on 
increasing access to counselling. Eight categories of ideas for increasing 
access have been identified from the survey and interview data (e, f, see figure 
5, page 205) and are presented in chart form (fig. 14). They include: raising 
awareness, specialist training, an integrated partnership approach, expert 
supervision, financial support for clients, counselling practice sympathetic to 
special educational needs, advocacy and health promotion. Of these eight 
categories, the majority of counsellors (60%) suggest that counselling could be 
made more available to young people with learning disabilities if specialised 
222 
services, parents, carers and the young people themselves were made more 
aware of available counselling provision. 
Figure 14: Counsellors' ideas for increasing inclusion 
Hierarchy of the nine major categories of counsellors ideas for 
increasing inclusion of young people with learning disabilities in 
counselling (examples in counsellor's own words from semi- % 
structured interviews) 
1. Raise awareness of service 60 
Through contact with Learning Disability Directorates of Community 
Health Trusts, mental health link workers, appropriate learning disability 
charities, special schools, mainstream schools, service users and 
parents/carers, raise the profile of counselling in the conununity, visit 
GPs, give talks, visit youth clubs, Gateway clubs and other places that 
young people ftequent. Advertising in BACP Directory and other 
literature. 
2. Specialist training 20 
I feel I would plan to train ftirther to equip myself with the necessary 
skills to help this client group. 
3. Integrated/partnership approach 4 
It needs an integrated approach plus involvement with families and 
carers, but with the young people having as much control as possible. 
4. Experienced supervision 4 
Supervision from an experienced practitioner who is aware of the 
dilemmas that such work may bring. 
5. Financial support 4 
Financial support to enable clients to take up the service. 
6. Practice sympathetic to SENS 4 
The practice should be sympathetic to the young person's needs i. e. 
access, toilet facilities etc., many of these young people have multiple 
disabilities. 
7. Advocacy 2 
The use of advocates would be appropriate. The counselling service 
could be publicised to local advocacy services. 
8. Health promotion work with care staff 2 
Care staff do not seem to recognise the earlier signs of emotional distress 
in these clients, they need to attend for training in this and on how to 
refer for counselling help. 
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Specialist training is the second significant category extracted from the data 
using quantitative analysis (20%). In qualitative data counsellors suggest that 
further training and skills may lead to increased levels of inclusivity. Although 
the remainder of the categories represent a minority of counsellors, they appear 
to be significant enough to individual counsellors to prompt quite full 
responses to questions in the survey and interviews. 
6.9 How young people with learning disabilities find out about 
services (survey question 10) 
The results show that there are five main ways in which this client group find 
out about counselling provision: 
o GPs (10%) 
* Social workers (10%) 
* Community mental health teams/care managers (60%) 
e Teachers/support staff (20%) 
Counsellors have cited these as the least likely way to get referrals in 
mainstream counselling, with the exception of GPs- 
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6.10 Barriers to inclusion (survey question 11 and interview data) 
Difficulties surrounding the appropriateness of counselling for individuals may 
present barriers to inclusion in counselling, however, this appears to locate the 
reasons for such difficulties solely in the individual. Qualitative analysis of the 
data (e, see figure 5, page 205), along with the use of simple quantitative, 
descriptive statistics has identified three main areas where barriers to inclusion 
may be located: the system (health, social care, education, voluntary sector, 
criminal justice, employment services), the counsellor and the individual with 
learning disabilities. These areas of significance are presented in (fig. 15) in 
relation to themes identified from the data. Some themes cut across more than 
one area and are depicted as such. Comments and themes in each area are taken 
directly from qualitative data in survey questionnaires and interview 
transcripts. Several main themes are extracted from the data and used as part of 
the evidence to suggest ways in which counsellors can make their practices 
more inclusive and work towards removing barriers to inclusion. 
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Figure 15: Barriers to inclusive counselling: main themes and their 
location 
Main Theme Counsellor Potential 
Client 
Parents/carers/ 
t h /h lth 
System 
eac ers ea 
and social care 
professionals 
Lack of awareness of 
counselling and 
counselling services 
Lack of awareness of 
the needs of young 
people With learning 
disabilities 
Lack of knowledge and 
experience of young 
people with learning 
disabilities 
Lack of awareness of 
wider issues related to 
disability. 
Lack of resources 
Lack of knowledge and 
awareness of 
counselling 
Failure to 
operationalise equal 
opportunity policies. 
Failure to prioritise 
young people with 
learning disabilities 
It is significant that, on closer inspection, the barriers to inclusion appear to be 
embedded in systems, counsellors and people who care for this client group 
rather than the individual with learning disabilities. The results (e, f, see figure 
5, page 205) identifying the difficulties experienced by counsellors in their 
work with individuals who have learning disabilities are therefore significant in 
tenns of potential barriers to inclusion in counselling. These results link the 
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difficulties experienced by counsellors to four main phenomena including 
clients' dependency on others and the major role that carers have in their lives; 
carers perceptions of learning disabilities, special educational needs and 
disability in general; clients' cognitions and perceptions of counselling and 
counsellors' lack of knowledge and experience of learning disabilities (fig. 16). 
Figure 16: Difficulties experienced by counsellors in their 
therapeutic work with young people who have learning 
disabilities 
Categories of difficulties 
(in clients' own words) 
I. Dependency on others 40.0 
These young people are often dependent on carers for 
their mobility and support and may have a fear of 
rejection or abandonment. 
2. Client cognition and perceptions of 29.0 
counselling 
Some clients treat counselling as a trip out and others 
expect the counsellor to solve all their problems. 
A lack of awareness of their situation and a difficulty 
in understanding the work we do. 
3. Others' perceptions of special needs and 17.0 
disability 
Care staff may dismiss young people with learning 
disabilities as having a limited capacity for 
counselling. 
4. Counsellors' lack of knowledge of learning 14.0 
disabilities 
I need to know more about clients' backgrounds in 
order to help them. 
I need to know about medical conditions such as 
epilepsy because 'absences' can affect counselling. 
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6.11 Strategies and techniques in counselling young people with learning disabilities (survey question 12) 
Qualitative analysis of the data (e, see figure 5, page, 205) has identified four 
main categories in relation to counsellors' use of techniques, strategies and 
approaches to increase the inclusion of young people with learning disabilities 
in counselling. These are presented in fig. 17 below. 
Figure 17: Strategies and techniques used by counsellors 
Categories of strategies/techniques % 
(in counsellors, own words) 
1. Creative techniques 32.5 
1 found visualisation works well with all young people 
and art therapy for those who have difficulty with 
speech. 
e 2. Therapeutic relationship 32.5 
I try to meet with the client where they feel comfortable 
and work on building up the relationship, offering the 
core conditions. 
3. Simplification of language 27.5 
Simple sentences, less use of complex speech, checking 
understanding. Repetition, emphasis to extra emphasis 
on points where there appears to be ambiguity or risk of 
misunderstanding on my part. 
4. Non-verbal communication 
Acceptance of limitations in verbal communication, 7.5 
more mirroring of client's movements and the use of 
bodylanguage. 
When the statistical information (f, survey, see figure 5, page 205) is broken 
down into counsellor sub-groups of 'rarely', 'Sometimes' and 'often' a clearer 
picture emerges (see fig. 18). Membership of the four main categories of 
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helpful strategies/appro aches increases with the frequency that counsellors 
have therapeutic contact with learning disabled young people in therapy. The 
use of creative techniques shifts from 16% (rarely) to 61% (sometimes), 
reaching a huge 83% in counsellors who 'frequently' counsel such young 
people. A similar pattern is observed in the category 'emphasis on therapeutic 
relationship', which begins at 23% in the group who rarely counsel this client 
group, a significantly higher percentage in the 'sometimes' (46%) and 'often' 
(79%) categories than those who use creative techniques. A possible 
explanation for this discrepancy is that counsellors are familiar with focusing 
on their relationship with clients (with the exception of counsellors adopting a 
purely behavioural approach). Therefore, the therapeutic relationship is also at 
the heart of most professional counsellor training programmes, whereas the use 
of creative techniques in counselling may not form part of training and may 
therefore be more dependent on counsellors' personal/professional 
development of their creativity. This may have implications for counsellor 
training and these issues are explored more fully in the discussion chapter. 
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Figure 18: Counsellor sub-groups in relation to the frequency of 
counselling and the use of techniques and strategies 
Often % Sometimes" % Rarely % 
Creative 83 16 
techDiques 
Emphasis on 79 A6 23 
tberapeutic 
relationship' 
'Simplification of 63 22 6 
language 
Non-verbal 24 0 
communication 
My results (e, f, see figure 5, page 205) indicate that the counsellors who most 
often counsel young people with learning disabilities use creative techniques, 
put a greater emphasis on the therapeutic relationship, use simple adapted 
language and are more likely to use non-verbal communication. Figs. 19,20, 
21 visually depict counsellor profiles in each sub-group (rarely, sometimes and 
often) in relation to the four areas of significance referred to above (use of 
creative techniques, emphasis on therapeutic relationship, use of simple 
language and non-verbal communication) and provide an exploration of the 
way forward in building a model of good practice in counselling young people 
with learning disabilities. The results indicate that an increase in each of the 
areas of significance could lead to counsellors being more inclusive of this 
group of young people. The hypothesis being that in each case the shaded areas 
could be increased and the white areas correspondingly decreased. 
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Figure 19: 'Often' sub-group 
Figure 20: 'Sometimes' sub-group 
IV 
age 
erbal 
unication 
(46%) 
Non-verbal communication 
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Figure 21: 'Rarely' sub-group 
Simple language (6%) 
Relationship 
(23%) 
Non-verbal communication 
6.12 Qualifications and training (survey questions 13115) 
Data from interviews (e, see figure 5, page 205) with counsellors (n=15) who 
sometimes or frequently provide counselling for young people with learning 
disabilities reveals that they share certain characteristics. Firstly, they are 
qualified to Masters Degree level with over two thirds of these counsellors also 
being in possession of a social science first degree. Twelve of the fifteen 
counsellors interviewed held Masters Degrees in person-centred counse ing, 
with the remaining three holding Masters in transpersonal approaches. 
However, this data is not statistically valid and could not be said to be 
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representative of counsellors in general because the provision of person- 
centred courses is most prevalent in the population interviewed. The 
interviewees in the qualitative part of this study also held a diploma in 
counselling, the accepted professional qualification. 
6.13 Attempts to increase access to counselling 
(survey question 14) 
The data (f, survey, see figure 5, page 205) shows that access to counselling for 
young people with learning disabilities is limited and that 18% counsellors 
surveyed and interviewed have recognised this and in response have made 
attempts to increase access for these clients. Fig. 22 presents the five categories 
into which these attempts fall. I have extracted these results from the data 
through firstly, qualitative, followed by quantitative analysis. 
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Figure 22: Categories of counsellors' attempts to increase access to 
counselling 
Hierarchy of the five major categories of attempts that 
counsellors have made to increase access to counselling for 
young people with learning disabilities (examples in 
counsellor's own words from semi-structured interviews). 
% 
1. Relationship 39 
The most effective factor has been developing rapport with those 
people who enable the clients to attend. 
An overtly warm, friendly approach. 
I have given talks to groups and become known as a friendly, 
supportive person in their environment (college). 
2. Proactive approach 22 
1 mail-shot appropriate agencies. 
I give to talks to groups giving students chance to ask questions 
about what happens in counselling, for example, confidentiality, 
in a general informal atmosphere. This has been successful. 
3. Imaginative and creative approach 15 
1 use art materials when it seems appropriate and this helps to 
make the counselling process more accessible. 
4. Eclecticism 12 
I work in an eclectic way and whatever works with these young 
people, I use. 
5. Flexibility 12 
1 make my practice flexible regarding times and appointments 
and accommodate carers where necessary, this means clients feel 
more welcome. 
A significant finding (f, survey, see figure 4, page 2004) is that 39% of 
counsellors propose the building of relationships with the client group, their 
carers and other professionals as being the strategy that has been most effective 
in increasing access to counselling. The success of being proactive in the 
promotion of services is also an important finding with 22% counsellors citing 
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this as a good strategy for increasing inclusion. The remaining categories, the 
use of imaginative and creative approaches, eclecticism and flexibility, also 
warrant attention and together fon-n 39% of all attempts to make counselling 
more inclusive. 
6.14 The inclusive counsellor and indicators of inclusive 
counselling practice (survey question 16) 
The results reflect (e, f, see figure 5, page 205) counsellors' views on what they 
believe to be the characteristics of inclusive counselling practice. These results 
are presented in fig. 23 and cite relationship building in 30% of responses. A 
significant proportion (21%) of counsellors believe a proactive approach to 
raising awareness is essential, whist 18% indicate inclusive practices would 
have equal opportunities policies in place. It is significant that 20% counsellors 
believe eclecticism, flexibility and the use of imagination and creativity to be 
connected with inclusivity in counselling. Counsellors (18%) cite knowledge 
and experience of young people with learning disabilities as being 
characteristic of inclusive counselling practice. 
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Figure 23: Categories of counsellors' views on what makes an 
inclusive counselling practice 
Counsellors views on the characteristics of an inclusive counselling 
practice: 6 categories of responses with examples in counsellors own 
words (in hierarchical order) 
1. Relationship building 30 
Open, welcoming, accessible in every way. 
Such a practice would have to be warm and friendly and overtly welcoming. 
Simply find a way of being with the client. 
A practice where relationship building is paramount and the client is valued 
and respected. 
2. Proactive approach 21 
Service advertised and promoted in areas likely to be frequented by young 
people and their carers. 
Proactive approach to developing rapport and trust with those who can refer 
clients and those in the client's personal life, if appropriate. 
Networking is important. 
Discuss referrals with GPs. 
3. Flexibility and Eclecticism-use what works/imaginative and creative 20 
approaches 
One where the counsellor can match and utilise resources to meet the needs of 
clients, drawing on a wide range of theory and experience. 
Assessment is important to see what best fits the client's needs. 
Times of each session can vary to suit the client's attention span. 
Be able to adapt to the needs of the client. Creative ways of working in 
counselling would help to include these young people. 
Being imaginative and creative in your approach to counselling. 
4. Operates equal opportunities policy/include all 18 
Inclusive, not an expression I am familiar with but I operate an equal 
opportunities policy and exclude no one. 
Counsellors must follow equal opportunities policies. 
5. Knowledge and experience of learning disabilities 11 
Knowledge and experience of learning disabilities and the client group can be 
beneficial. 
The survey data (f, see figure 5, page 205) related to the frequency of 
counselling young people with learning disabilities can be assigned 
hierarchically to four levels of inclusiveness (see fig. 24). By presenting the 
results in this way the concept of inclusion in counselling be seen as a process 
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rather than as a static entity, with the most inclusive counsellor being 
represented by level I and the least inclusive counsellor by level 4. It may also 
be perceived that the most inclusive level (level 1) may be an ideal to aim for. 
Figure 24: Hierarchy of inclusivity 
Level 3 RARELY 
Level 4 NEVER 
The data (e, f, see figure 5, page 205) in relation to the following variables is 
presented and positioned in relation to the above four levels of inclusiveness in 
order to identify any differences between the various groups of counsellors and 
highlights characteristics of the more inclusive counsellors (fig. 25). The 
results show that the most inclusive counsellors are integrative, person-centred 
or psychodynamic in their theoretical approach. The psychodynamic approach 
is also, paradoxically, a characteristic of the least inclusive counsellors. The 
most inclusive counsellors counsel as their main occupational role. Counsellors 
within the highest inclusion category of level I work in health settings for NHS 
trusts. Their referrals are through word of mouth (care managers, teachers, 
carers and GPs). At first glance it appears significant that the least inclusive 
counsellors (level 4) are clinical psychologists. However, this may be 
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explained by the specialist nature of many clinical psychology practices 
resulting in many young people with learning disabilities being referred to the 
clinical psychologist responsible for this client group. Those counsellors reliant 
on self-referrals are the most exclusive in their practices. Care managers, GPs 
and teachers appear to provide the greatest number of referrals to the most 
inclusive counsellors. 
Figure 25: Characteristics of inclusivity in relation to levels 
Counsell'irs' le' In. I-Iý10 0 vel of inclusivity i -relation ti the variables (see Fig. 13) - 
More inclusive Less inclusive 
Variable Level 1', Level 2' Level 3 Level 4 
Theoretical Integrative Person-centred Psychodynarn1c Psychodynarme 
approach Person-centred 
Psychodynamic 
Main Counselling Educational Social work Clinical psychology 
occupational support work 
role 
Practice NHS Trusts Education Social services Workplace (EAPs) 
context Health Voluntary (e. g. Private practice 
Cruse, Relate, Rape 
Crisis) 
Main source Carers Carers GPs Self-referral 
of referrals GPs GPs Self-referral Advertising 
Care managers Teachers Teachers 
Teachers Care managers Care managers 
Active Social workers, 
promotion of Voluntary 
service agencies 
Specialist 
consultant 
psychiatrists 
Community 
psychiatric nurses 
Parents 
FE colleges 
Active promotion 
of service 
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6.15 Interview data 
Semi-structured interviews (n=15) were recorded and extensive notes were 
taken around the main points (see interview schedule in appendix). Themes and 
categories were grouped together and collapsed into clusters within the main 
areas used in the structure of the interviews. The data are presented in the form 
charts and direct quotes. The purpose of this data is to enrich the survey results 
and provide examples from practicing therapists. The main themes identified 
from interview data are presented in the following figure 26. 
Figure 26: Main themes identified from interview data 
Main themes identified from interview data 
Appropriateness of counselling for young people 
with learning disabilities 
Indicators of inclusive counselling practice 
How counsellors have tried to be 
inclusive/strategies and techniques 
Difficulties experienced when counselling young 
people with learning disabilities 
6.14.1 Appropriateness of counselling for young people with learning 
disabilities 
The data collected from interviews (e, see figure 5, page 205) with counsellors 
(n=15) who have experience of counselling young people with learning 
disabilities has been subjected to qualitative analysis, producing four main 
categories of responses that can be aligned to the survey data. These results are 
presented in tabular form below (fig. 27) and offer support for the hypothesis 
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that counselling is not an appropriate intervention for all young people with 
learning disabilities. The results show that counsellors believe there to be four 
main qualifying categories that need to be taken into consideration when 
assessing the appropriateness of counselling for individuals with learning 
disabilities. 
Figure 27: Assessing the appropriateness of counselling 
Appropriateness of counselling - Qualifyingý Categories 
Communication 
2 Ability to process infon-nation 
3 Ability to engage with the counselling process 
4 The level of learning disability 
It is significant that deficits in two of the categories, communication and the 
ability to process information, are also the main concomitants o earning 
disabilities. One interview gave the following response when asked what her 
views were on the appropriateness of counselling for young people with 
leaming disabilities: 
I have only counselled one girl who had learning disabilities 
I feel ashamed to say that I found it really hard going..... 
I found myself thinking that this wasn't appropriate for her but 
really I just don't know..... how I am I supposed to know 
whether counselling is working for such clients when I 
don't even know if counselling is right for anybody I see... 
. 
its just my judgement, isn't it? I don't feel qualified to judge 
basically. I suppose if they can really engage with the process, 
however they do this, counselling might be ok for them. 
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Another counsellor was very specific about the appropriateness of counselling: 
I think it depends on the level of learning disability, therefore 
it's a very individual thing. Some kids have such severe problems 
that counselling just would not be appropriate. I would say that 
kids with milder learning disabilities would manage well in 
counselling, so long as they could take part in reciprocal 
communication and understood what was going on. 
(Interviewee 7) 
The ability to connect with the counselling process may be dependent upon the 
first two categories. The second significant result is that the appropriateness of 
counselling is reported to depend on the level of learning disability present in 
the individual. The level of learning disability directly affects the individual's 
"ability to communicate and to process information. Moreover, the level of 
learning disability is actually classified by the ability to both communicate and 
to process infonnation (DSM-VI; ICD-10). 
6.14.2 Indicators of inclusive counselling practice 
Five indicators of inclusive counselling practice that corresponded with the 
survey responses were identified and a direct quote from the data is given in 
each category: 
* Relationship building 
... such a practice would 
be warm and friendly and overtly 
welcoming ... a practice where relationship 
building is 
paramount and the client is valued and respected. 
(Interviewee 9) 
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* Proactive approach 
An inclusive counsellor would need to take a proactive 
approach, especially towards developing rapport and trust 
with those who can refer clients and be proactive with others 
in the client's personal life, if appropriate. 
(Interviewee 4) 
o Eclecticism 
The counsellor would need to match and utilise resources to 
meet the needs of such clients, drawing on a wide range of 
theory and experience and basically just using what works 
without being precious about their therapy approach. 
(Interviewee 7) 
* Equal opportunities policies 
I think that any counsellor claiming to be inclusive would 
be laughed at if they didn't have an equal opportunities policy. 
.... but in reality they might appear inclusive without actually including diverse clients groups ... lip service ... lots of big 
organisations are the same ... employing the nominal black or disabled person.... 
(Interviewee 11) 
* Knowledge and experience of learning disabilities 
Counsellors would have knowledge and experience of learning 
disabilities and the client group ... most people don't and counsellors 
are no different to the rest of the population. Lack of knowledge 
and awareness leads to prejudice and assumptions. 
, 
(Interviewee 14) 
By being proactive counsellors may also raise awareness of counselling. 
Data relating to this is presented in figures 28 and 29. 
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Figure 28: Targets for raising awareness of counselling services for 
young people with learning disabilities 
" Young people with learning disabilities 
" All young people 
LI Parents/carers 
LI Primary care professionals, including GPs, health visitors, district 
nurses, community psychiatric nurses, occupational therapists 
LI Young people's organisations and projects, e. g. National Children's 
Homes, 'Place to Be' project. 
U Voluntary and statutory counselling services, e. g. Cruse, Relate, 
MIND, Rape Crisis, and occupational counselling providers. 
El Counsellors in private practice 
Figure 29: How awareness may be raised 
.1 
El Give talks to groups, e. g. young people (with and without learning 
disabilities), parents/carers, professionals, organisations. 
L) Drop-ins -regularly to day centres 
LI Outreach work 
1: 1 Disability Awareness sessions 
El Advertising and promotion in areas likely to be frequented by young 
people with learning disabilities and young people in general. 
Ej Advertising III BACP directory/specialist areas 
El Mail-shot appropriate agencies and organisations 
Ej Discussions with GPs and Primary Health care teams 
LI Workshops and training sessions for counsellors 
o More specialist training at baselme/within counselling trai ig 
programmes 
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6.14.3 How counsellors have tried to be inclusive: techniques and 
strategies 
The results from a qualitative analysis of interview data are presented 
below, showing the four main areas of response that correspond with 
responses to the survey and direct quotes from interviewees: 
o Creative techniques 
I have found visualisation works well with all young people, 
they usually really enjoy it and become motivated towards 
change. Art therapy works well for those who have difficulty 
with speech. 
(Interviewee 5) 
* Therapeutic relationship 
I work on building up the relationship right from the beginning, 
offering the core conditions and really accepting the client. Young 
people often have such negative views of themselves, its such a 
shame. 
(Interviewee 9) 
e Simplification of language 
I have found that by using simple sentences and less complex 
speech, along with checking The client's understanding helps. 
Repetition, extra emphasis on important points and checking out 
where there appears to be ambiguity or risk of misunderstanding 
on my part is part of counselling anyway. 
(Interviewee 12) 
9 Non-verbal communication 
It would be better if the counsellor could just accept the client's 
limitations in verbal communication and make more use of non-verbal 
communication. more mirroring of client's movements and the use of 
body language. 
(Interviewee 8) 
244 
6.14.4 Difficulties experienced when counselling young people with 
learning disabilities 
Counsellors indicated difficulties that they had encountered when counselling 
this client group. These difficulties could be assigned into four categories that 
corresponded with data from the survey and are presented below along with 
direct quotes from interviewees: 
* Dependency on others 
These young people are often dependent on carers for their 
mobility and everyday personal care support and they might 
try to please carers and their counsellor. The may be very 
dependent on the counsellor for guidance and advice and may 
not be used to making their own decisions and having ideas that 
they share with others. They may also have a fear of rejection or 
abandonment if they speak out with their own views. I have 
found difficulties around these areas. 
(Interviewee 6) 
e Client cognition and perceptions of counselling 
Its really annoying because some clients treat counselling as 
a trip out, like going shopping or to the swimming baths. Others 
expect me to solve all their problems, though I suppose there are 
other clients who also do that, and they don't have learning 
disabilities. A lack of awareness of their situation and a difficulty 
in understanding the work that counsellors do is also problematic 
at time. 
(Interviewee 11) 
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9 Perceptions of special needs and disability in others 
In my experience care staff can dismiss young people with 
learning disabilities as having a limited capacity for counselling 
and in need of behavioural management rather than emotional 
support. 
(Interviewee 14) 
* Counsellors' lack of knowledge of learning disabilities 
I need to know more about clients and their specific type 
of learning disabilities in order to help them. I don't feel 
as if I know very much about learning disabilities at all and 
this feels dangerous regarding my counselling practice. 
6.15 Rationale for making counselling more inclusive of young 
people with learning disabilities 
The evidence in support of the hypothesis that counsellors should make their 
practices more inclusive is to be found in the literature on social 
inclusion/exclusion and rests on the issue of human rights and particularly the 
human rights legislation that underpins equal opportunities policies. A list of 
relevant policy documents and legislation is presented in chart form in fig. 30 
below. Data from research on mental health problems in young people with 
learning disabilities and dual diagnosis along with counselling efficacy studies 
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provides support for a greater level of inclusiveness in counselling practice 
(DoH, 2001; Prosser, 1999). 
Figure 30: Documents to support inclusion 
Human Rights documents and legislatiow. 
2001/2 Mental health policies 
2001 Family Matters: Counting Families In (DoH) 
2001 Valuing People: A New Strategy for Learning Disability (DoH) 
2001 From Words into Action: The London Strategic Framework for Learning Disability 
Services, NHS Executive 
2000 Connexions: The Best Start in Life for Every Young Person, HMSO, London 
1999 Saving Lives: Our Healthier Nation (DoH) 
1999 Human Rights Act (HMSO) 
1999 Disability Rights Commission Act, HMSO 
1999 Facing the facts: Services for People with Learning Disabilities: Policy Impact Study 
of Social Care and Health Services (DoH) 
1999 All Our Futures, Creativity, Culture and Education, National Advisory Con=ttee on 
Creative and Cultural Education (DfEE) 
1998 Meeting Special Educational Needs: A Programme for Action (DfEE) 
1998 Signposts for Success in Commissioning and Providing Health Services for People 
with Learning Disabilities, Dept. of Health, HMSO, London. 
1997 Maastricht Guidelines on Violations of Economic, Social and Cultural Rights 
1996 Disability Discrimination Act, DfEE, HMSO, London 
1994 Policy Statement on Inclusion, Council for Disabled Children, London 
1994 The Salamanca Statement (UNESCO) 
1993 United Nation's Standard Rules on the Equalisation of Opportunities for Persons with 
Disabilities, Disabled Person's Unit, Department for Policy Co-ordmation, New York. 
1992 Services for People with Learning Disabilities and Challenging Behaviour or Mental 
Health Needs, Dept. of Health, HMSO, London 
1992 Health Services for People with Learning Disabilities, Circular HSG, 92,42, Dept. of 
Health, HMSO, London 
1992 Social Care for Adults with Learning Disabilities, Circular LAC, 92,15, Dept. of 
Health, HMSO, London 
1992 Review of Health and Social Services for Mentally Disordered Offenders and Others 
Requiring Similar Services, Dept. Health and Home Office, HMSO, London 
1990 European Convention for the Protection of Human Rights and Fundamental Freedoms 
1989 The UN Convention on the Rights of the Child, Articles 2,23, UNICEF, London 
1975 The UN Declaration on the Rights of Disabled People, Disabled Person's Unit, Dept. 
for Policy Co-ordination, London. 
1971 UN Declaration of Rights for Mentally Retarded Persons (UN) 
1969 Declaration of Social Progress and Development (UN) 
1948 Universal Declaration of Human Rights 
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Inclusion is high on the political agenda both nationally and internationally. 
There is a progressive move towards policies on human rights issues, a 
movement that has accelerated since the Second World War. National policies 
and related projects include: 
" Social democracy and Third Way politics 
" The Social Exclusion Unit 
" New Deal 
" Sure Start 
" Literacy and numeracy programmes 
" National Curriculum for Citizenship 
The mental health needs of those with learning disabilities have become 
increasingly visible as a result of policies to move individuals from institutions 
into smaller homes in the community or from special schools and colleges, 
often residential, into mainstream education. Recent research has also 
prompted a growing awareness of the prevalence of psychiatric disorders in 
this population (Prosser, 1999). 
6.16 Summary 
This chapter has presented results from quantitative and qualitative analysis of 
the data. These results have related directly to the research questions, survey 
questions and interviews and provide the evidence to be used as a basis for 
analysis and discussion in the next chapter. However, not all results will be 
referred to in the discussion, choices will be made regarding the value of the 
results to building a model for good practice. The intention has been to present 
data that can challenge my hypothesis that counsellors can make their practices 
more inclusive of young people with learning disabilities. It appears from the 
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results that mainstream counselling does largely exclude this client group and 
that there are identifiable differentials in the variables of counsellors who 
include and those who exclude. The data has shown that by raising awareness 
of counselling amongst the client group, their carers and professionals; also 
through awareness-raising regarding learning disability in counsellors and 
health/social care professionals it may be possible to increase inclusivity in 
counse ing. The results of documentary research situate the reasons for 
increasing inclusion in the human rights movement, policies and legislation. It 
is significant that the results identify inclusive counselling practice as a process 
rather than a static entity or phenomenon, indicating four levels of inclusivity. 
It is apparent from the data that counsellors working in health settings are the 
most inclusive with the majority of their referrals coming from care managers, 
GPs and teachers. Clinical psychologists and counsellors relying on self- 
referral appear more likely to exclude young people with learning disabilities. 
Four areas of assessment of the appropriateness of counselling have been 
identified from the data. The results show that the main barriers to inclusive 
counselling practice are linked with a lack of knowledge and experience of 
young people with learning disabilities, their needs and wider issues related to 
disability. There is also a failure to operationalise equal opportunities policies 
and a general lack of awareness of counselling amongst the client group and 
health and social care professionals. The results indicate that the difficulties 
counsellors face in their work with these young people can also provide 
barriers; these include the dependence of individuals with learning disability on 
others and their misconceptions and lack of understanding of counselling. 
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Finally four areas of significance that can be increased to improve the level of 
inclusivity in the counselling process have been highlighted, namely, the use of 
creative techniques; an emphasis on the therapeutic process; the simplification 
of language and non-verbal communication. In the following section I evaluate 
the results in relation to the literature and develop a model for inclusive 
counselling practice. 
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Chapter 7: Discussion and Model for Inclusive 
Counselling Practice 
7.1 Introduction 
This following discussion presents, explores and evaluates the results derived 
from survey and interview data relating to counsellors and their practices in 
three major contexts in order to build of a model of inclusive counselling 
practice in relation to young people with learning disabilities. This process 
involves examining inclusion in counselling and the potential for change; the 
case for inclusivity and the appropriateness of counselling individuals with 
learning disabilities; removing barriers to inclusion and increasing access to 
counselling. Firstly, information regarding the characteristics of counsellors 
and their practices is examined. This involves identifying characteristics that 
may prove useful in developing indicators for making counselling more 
inclusive. Secondly, information regarding counselling practices and data that 
may provide new insights into the organisation and running of counse ing 
services in relation to inclusion is evaluated. The research problem addressed 
in the study is concerned with the inclusion of young people with learning 
disabilities in the counselling practices of counsellors advertising their services 
in the BACP directory and, by implication in counselling generally. 
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Specifically, the study has identified indicators of inclusive counselling 
practice, the potential of increasing inclusion of this particular client group in 
counselling and barriers that may exist to prevent this process from taking 
place. The results may also infer that barriers to the inclusion of other 
marginalised individuals and groups may be detected and addressed. Evidence 
to support the thesis that counsellors can make their practices more inclusive of 
young people with learning disabilities is critically examined and discussed in 
this chapter and a framework or model of good practice in counselling these 
individuals is constructed and presented. 
Counsellors, although providing services to the public, by the very nature of 
the confidential quality of their work, carry out their practices in a private, 
rather than public arena. Moreover, counsellors are responsible for assessing 
whether therapy is, in fact, appropriate for individual clients. They have a great 
deal of autonomy over the type of therapy they use with individual clients and 
within organisational limits may control the number of sessions each client is 
offered. This study places the issue of inclusion of young people with learning 
disabilities in the counselling context under scrutiny in the public domain and 
examines practices and processes that either include or exclude these young 
people. 
Some counsellors do provide counselling to young people with learning 
disabilities, this has been identified from the data. However, it has been 
necessary to explore the degree of exclusion/inclusion of this counselling 
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provision in order to identify any characteristics that may be indicative of more 
inclusive counselling practices. The quantitative and qualitative differences 
and similarities between the various groups of counsellors in relation to the 
variables will be discussed. During the data collection process pre-pilot work 
highlighted the difficulties involved in asking counsellors to quantify their 
counselling provision to young people with learning disabilities. Only those 
counsellors who did not make such provision were able to answer this question 
with any degree of accuracy ('never'). However, the pre-pilot study identified 
several words used by counsellors in relation to the frequency of counselling 
that I have adapted and used in the survey: 'never', 'rarely', 'sometimes' and 
'often'. Whilst accepting the scientific limitations of this measurement tool and 
its subjectivity, the scale provides a useful indication of a phenomenological 
perception and demarcation in frequency of counselling by counsellors 
themselves. This demarcation has enabled the identification of the two main 
groups and three sub-groups of counsellors at different levels of inclusivity. I 
will discuss characteristics that are similar or different in these groups, w. ch 
seems more relevant to this study than measuring the frequency of counselling 
in a statistically accurate way. Therefore the subjectivity of the measurement 
tool and its effects upon potential generalisation of the findings may be of 
lesser consequence. 
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7.2 Inclusion in counselling: potential for change 
The findings of this study need to be interpreted with some degree of caution. 
It could be argued that willingness to participate in a research study of this 
nature might be influenced by whether or not the respondent had been involved 
in counselling this client group. Therefore, it may be expected that the results 
be skewed in favour of over-representing those who do counsel these young 
people. However, the evidence suggests otherwise, that the majority of 
counsellors who took part in this project (n=396) do not counsel young people 
with learning disabilities. Moreover, the weight of evidence suggests that 
counselling is an intervention that excludes these young people, reflecting the 
views of Lindsay (1999) and Prosser (1999) in that people with learning 
disabilities are often excluded from therapeutic help for psychological 
problems. A report produced by the Royal College of Psychiatrists (2004) 
found that people with learning disabilities do not have parity of access to 
mainstream psychological services. Although at first glance the results of this 
research study may seem negative in their claim that counselling excludes, they 
indicate that there is a hierarchy of inclusivity/exclusivity with the potential for 
positive change. Mackay et al., (2000) highlight the difficult processes that 
some counsellors may go through when making significant changes to their 
practices and there are parallels here with processes involved in inclusive 
schooling (Dyson et al., 2004). As suggested by (Visser, 1999) inclusiveness 
can therefore be described as a dynamic process rather than a static entity and 
despite the patchy and variable nature of inclusion in counselling practices, it 
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has been possible to place inclusion on a continuum or scale. Although this 
research study can only provide a snapshot of inclusivity at the time the study 
took place, the dynamic influence of the research process itself has been the 
catalyst for positive change in counselling practice. Feedback from counsellors 
taking part in the interviews indicates that a greater level of awareness of the 
needs of this client group has motivated them to change their practices leading 
to increases in inclusion, this represents a process of reflexivity as referred to 
by McLeod (200 1 b). 
The results of this study make the distinction between two main groups of 
counsellors, firstly, those who counsel young people with learning disabilities 
and secondly, those who do not have any therapeutic counselling contact with 
this client group. A comparative study of these counsellors along with an 
exploration of differences between counsellors providing different levels of 
inclusion has provided useful information that has enabled me to build up 
profiles of counsellors and counselling practices at four different levels of 
inclusivity. I have also used this information to produce a model of good 
practice for the inclusion of young people with learning disabilities in 
counselling. There is the potential for building on this work and developing a 
code of practice and guidelines for inclusion in counselling. 
However, to return to the issue of exclusion in counselling and a critique of the 
results of this study the primary difficulty in accepting the findings at face 
value seems to lie in a flaw in the data collection. Although the majority of 
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respondents indicated that they did not counsel young people with learning 
disabilities the survey question relating to this did not allow for respondents to 
indicate that they did not counsel young people regardless of whether the 
young person had learning disabilities. Although I believe this to be significant 
with regard to the survey data, the findings from interviews and workshop 
feedback are not flawed in this way, thereby giving me greater confidence in 
using the survey results. 
7.3 The case for inclusivity and appropriateness of 
counselling for young people with learning 
disabilities 
It is implicit in the thesis that counsellors should make their practices more 
inclusive of young people with learning disabilities. However, it is imperative 
to ask the question: 'Why should counsellors include this group of young 
peopleT in order to begin an exploration of the appropriateness of counselling 
for these young people. This study shows that therapists believe ýcounselling 
not to be appropriate for all young people with learning disabilities, this is also 
a finding by the Royal College of Psychiatrists (2004). Suitability is dependent 
on four main qualifying categories: communication (DSM-IV); ability to 
process information (Numminen et aL, 2000); ability to connect with the 
counselling process and relationship (Sinason, 2002; Borgatti, 2001; Ratiasuo, 
2001) and the level of leaming disability (WHO, 1996). Although this research 
found that the ability to process information was important for clients, Sinason 
(1994) suggests that emotional intelligence is a more important quality to 
enable therapy to be successful. Homby (2003) provides useful suggestions 
regarding inclusion through counselling. This information could prove useful 
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in the initial assessment of clients and help counsellors to allocate resources 
ap rophately on behalf of statutory and voluntary agencies. Due to the ill- K- p 
defined and ambiguous nature of the four qualifying categories it would be 
necessary for the counsellor to make judgements based on concepts that are by 
their very nature difficult to define precisely. VyThilst accepting that counselling 
may not be appropriate for all potential clients, the assessment of the 
appropriateness of counselling based upon such indistinct qualifying categories 
could in itself become an excluding practice. According to the results of this 
study such assessments could only be classed as inclusive practices if the 
individual's level of communication was assessed by a counsellor who was 
, A'. able to build up enough of a relationship with the client in order to recognise 
and make the best use of whatever level of communication was present. In 
order to engage in the counselling process it appears necessary for the client to 
be able to process infonnation (WHO, 1996). However, difficulties with 
communication and cognitive processing are concomitants of learning 
disabilities (WHO, 1996; DSM-IV, 1994), making the ability to communicate 
only the first step in assessing the appropriateness of counselling for the 
individual. 
At this point in the discussion it seems prudent to return to the issue of 
exclusion in counselling. The results show that young people with learning 
disabilities do appear to get a raw deal when it comes to accessing counselling, 
especially when counselling is described as an effective therapeutic 
intervention for individuals with psychological problems (DoH, 2001). 
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However, the results of this study are encouraging in their indication that there 
is the potential for increasing inclusiveness in counselling practice, some 
practitioners do provide inclusive strategies and techniques (Homby, 2003). 
Higher levels of mental illness in people with learning disabilities (Prosser, 
1999; Lindsay, 1999), the phenomenon of dual diagnosis along with the results 
of social factors such as: bullying (DfES, 2001a), pressure to achieve 
academically, negative attitudes to disability, vulnerability, emotional, physical 
and sexual abuse can cause low self-esteem, lack of confidence, psychological 
and behavioural symptoms leading to an even greater need for counselling 
provision (Hard and Plumb, 1987; James, 1988; Elvick et al., 1990; Buchanan 
and Wilkins, 1991; Finkelhor, 1994; Sobsey, 1994; Brown et al., 1995; 
Etherington, 1995; Chenowith, 1999,2000). Why is it so important to include 
young people with learning disabilities in counselling? Why now? These 
questions also apply to inclusive schooling (Dyson et al., 2004) and much can 
be learnt from the processes and practices of inclusion that have been 
developed in this field. Human rights issues and the movement towards social 
inclusion coupled with educational policies supporting the inclusion of children 
and young people with disabilities in mainstream education make the issue of 
inclusion in counselling more timely (DfEE, 1998; DoH, 2001). The increasing 
provision of school counselling indicates that strategies may need to be put in 
place in order to ensure a parallel process of inclusion for children and young 
people with learning disabilities, as promoted by Homby et al., 2003). It is 
encouraging that counsellors have identified ways of increasing access to 
counselling. This indicates at least a willingness and motivation to increase 
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inclusivity. Moreover, such improvements appear to be achievable, at least to 
some degree. 
7.4 Removing barriers and increasing access 
The main research findings are focused in two areas, firstly on the 
identification of counselling as excluding rather than including young people 
with learning disabilities and secondly, on the notion of inclusion as a 
hierarchical process with counselling having the potential for positive change. 
It seems useful at this point to explore exactly what it is about counselling that 
excludes young people with learning disabilities. The word exclude comes 
from the Latin word claudere, which means closed or shut. What happens to 
close off counselling to these young people? Where does the responsibility for 
exclusion lie? The counsellor forms a necessary part of the whole picture and is 
reported to be of great consequence in the therapeutic process (Smail, 2000; 
Corey, 2001; Rogers, 1951,1962), therefore it seems imperative to explore the 
sphere of influence that counsellors have regarding the inclusion of young 
people with learning disabilities in their practices. It is possible to use these 
results to build up a profile of an inclusive counselling practice. The results of 
this study locate the reasons for exclusion in four major domains, the 
counsellor, the system, the individual with learning disabilities and significant 
others such as carers, parents, health and social care professionals. This 
information can be used to find ways of removing barriers to inclusion, 
beginning with the counsellor. 
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7.4.1 Counselling in primary care 
Time is a resource that seems to be in short supply for the counsellors taking 
part in this research study. Paradoxically, the results show that the counselling 
practices most likely to include young people with learning disabilities may 
also, by the very nature of the type of provision, be more likely to exclude. 
According to the survey findings counsellors in primary health care are 
amongst the most inclusive of young people with learning disabilities. 
However, counsellors report that the type of therapy usually offered is brief 
therapy, lasting around six sessions. These findings are supported by my 
supervision work with counsellors in primary care and by the literature (DoH, 
2001). Initially, I was encouraged to find that counsellors working in primary 
care were inclusive of young people with learning disabilities. However, these 
initial results were based on a statistical analysis of the survey data alone, 
unfortunately, it was only when the qualitative data from interviews was 
examined that the potentially excluding nature of counselling in primary care 
was apparent. The following quote from a counsellor in primary care 
encapsulates the problem well: 
There is no time to counsel these young people because 
appointments are limited to six sessions and they need more time. 
I'm told to refer on in order to clear the waiting list, so they are 
effectively shunted elsewhere, to social workers and psychologists, 
where they receive 'management', a behavioural programme rather 
than counselling. 
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One could locate the barriers to inclusion in this case within the health care 
system, in spite of the results showing that counsellors in primary care are most 
experienced and inclusive in working with young people with learning 
disabilities. Putting the difficulties with time-limited therapy aside, counsellors 
in primary care also report that they have little time to be proactive in 
promoting counselling for this client group because many of them are paid 
sessional rates, restricting their time to face to face contact with clients only. 
This seems to negate international and national health targets aimed at 
improving mental health, especially when mental health problems have been 
shown to be higher amongst individuals with learning disabilities (Lindsay, 
1999; Prosser, 1999). Part of the problem may lie in the organisation and 
management of primary care, which is decentralised into Primary Health Care 
Trusts, each setting their own priorities for health care based upon local needs 
as well as national targets. In order to attract higher levels of funding 
counsellors would need to be more proactive in their approach, becoming more 
visible and putting themselves in better positions to represent both counselling 
and young people with learning disabilities. In order to attract more funding it 
would be necessary to put forward a strong case based on some form of 
evidence. Although this research may be useful to counsellors who are 
motivated towards taking the case forward, without adequate time resources it 
may be an impossible task. As a supervisor of several counsellors working in 
primary care, it appears that in spite of having the motivation, the lack of time 
due to the nature of their employment contracts remains an insurmountable 
barrier. These counsellors, who may not be representative, work in several 
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different GP practices, alongside other types of counselling or health and social 
care work in order to earn a reasonable salary. Moreover, they often work in 
isolation, making access to the systems associated with the allocation of 
funding more difficult. This process in some way seems to mirror the 
marginalisation experienced by many young people with learning disabilities. 
What at first glance seems a fairly simple way of increasing access to 
counselling is therefore more complex and difficult to achieve without first 
addressing the issues related to the employment of counsellors in primary care 
and the restrictive nature of employment contracts based upon payment for 
sessional work. 
Counselling could be made more accessible by raising awareness of available 
counselling provision amongst the young people themselves, their parents, 
carers and the agencies that provide their education, health and social care. 
Concrete, practical ways of raising awareness include giving talks, running 
disability awareness sessions, advertising and promotion, such as mail-shots 
and posters, discussions with appropriate professionals and workshop s/training 
sessions for counsellors. However, if such simple measures would help to 
increase levels of inclusivity in counselling, why are they not happening 
already? Who would be best placed to promote counselling in these ways? 
Counsellors? Counsellors are such a disparate group and the results of this 
study indicate that few are experienced enough with this client group to take on 
the role of increasing awareness in others. However, it is interesting to note 
that some counsellors in private practice are having success in promoting their 
262 
practices and increasing access to this group of clients by mail-shots to 
appropriate agencies and by increasing the flexibility of their practices. When 
interviewed for this study one counsellor in private practice said: 
I increase access by making my practice flexible regarding 
times and appointments and accommodate carers where 
necessary, this means clients feel more welcome. 
By being self-employed and negotiating contracts with a local social services 
department this counsellor had the flexibility, the freedom and the financial 
motivation to be proactive and increase accessibility. Counsellors in primary 
care do not usually have such control over times and appointments, having to 
fit into already busy practice schedules regarding availability of rooms and 
times. Who else is well placed to raise awareness of counselling services? 
7.4.2 Counselling in education 
Counsellors working in education may be well placed to raise awareness and 
promote counselling amongst teachers, children and young people with 
learning disabilities and their parents/carers. According to the results of this 
study, counsellors working in educational settings are already reasonably 
inclusive in their practices. One college counsellor was already promoting her 
service: 
I have given talks to groups and become known as a friendly, 
supportive person in their envirom-nent. 
Another counsellor in ftu-ther education said: 
I give talks to groups, giving students chance to ask questions 
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nu about what happens in counselling, for example, confidentiality, 
in a general informal atmosphere. This has been successful (in 
increasing access). 
Nevertheless, in this study school counsellors have expressed lack of 
knowledge, skills and confidence in counselling these young people. This 
research highlights counsellors' perception that specialist training would 
increase their confidence in working with this client group, thereby increasing 
their ability to make their practices more inclusive. I provide supervision for 
counsellors working in schools and my experience includes children's and 
young peoples' counselling projects. Feedback from these supervisees 
validates the evidence from this research study that is suggestive of specialised 
training leading to a greater level of confidence in counsellors working with 
this group of clients. It would therefore seem logical to provide counsellors in 
education settings with such training, thereby motivating and equipping them 
with the knowledge and skills necessary to both counsel children and young 
people with learning disabilities and promote their services, resulting in a 
greater level of accessibility for these clients. School counsellors are often 
employed by Local Education Authorities (LEAs) under different terms and 
conditions to those working in primary care. LEAs follow national education 
policies regarding increasing inclusion in mainstream schools and funding is 
likely to be available for the continuous professional development of school 
counsellors. This study indicates that although counsellors working in the 
voluntary sector are mnongst the least inclusive of young people with learning 
disabilities, some have worked at increasing access to counselling. One 
counsellor in this study said: 
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The most effective factor (in increasing access) is developing 
rapport with those who enable the client to attend. 
This simple strategy could be used by all counsellors, for example: school 
counsellors in developing rapport with teachers and classroom assistants who 
help children to attend; counsellors in primary care developing rapport with all 
members of the team and through these relationships promote a greater 
awareness of counselling in relation to the needs of the client with learning 
disabilities. The implementation of current education policies on inclusion 
mean that many special schools have closed or are in the process of closure and 
children with disabilities are being integrated into mainstream education 
(DfES, 1998). Some children are being educated in mainstream classrooms 
with support and others are educated in special units attached to mainstream 
schools with some integration into mainstream activities (DfES, 1998). The 
results of this study indicate that although training in counselling children and 
young people may be provided in the educational context, the perspective of 
special educational needs and learning disabilities is not addressed. This may 
leave counsellors unprepared and lacking in knowledge, skills and confidence 
with this client group. 
7.4.3 Counselling in the voluntary sector 
According to Lindsay (1999) a dual diagnosis of mental illness and learning 
disability is relatively common in psychiatric practice; therefore it appears 
logical to assume that counsellors working for MIND are more likely to have 
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contact with people with learning disabilities than those working for other 
voluntary organisations. However, one counsellor from MIND when 
interviewed for this study stated that she had no contact with young people 
with learning disabilities, although she did have contact with young people. 
During the interview she had observed that she did in fact counsel clients with 
learning disabilities, she realised that they were different in some way but had 
not identified learning disabilities as the main feature. Difficulties with 
communication and awareness had been attributed to the diagnosis of mental 
illness. This indicates a lack of awareness of the nature of learning disabilities 
and the difficulties in diagnosing mental health problems correctly in this client 
group (Lindsay, 1999). 
The voluntary sector has an impact on counselling training through the 
provision of placements for student counsellors. Some organisations such as 
CRUSE and Relate provide their own training for counsellors; therefore they 
only accept students who have also completed their specific training within the 
orgarasation's theoretical framework. Other voluntary organisations, for 
example, MIND, accept counsellors in training from a variety of theoretical 
approaches, so long as the approach is compatible with the philosophy of the 
organisation. Therefore, there are opportunities to increase awareness and 
knowledge of learning disabilities through the voluntary sector. 
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7.5 Model for inclusive counselling practice 
I have identified six indicators of inclusive counselling practice from the 
results: a proactive approach including networking; relationship-building; 
operationalisation of equal opportunities policies; inclusive initial assessment; 
flexible and creative approaches to counselling; training and awareness-raising. 
Although the data appears to place these indicators in hierarchical positions, on 
closer examination they are intrinsically connected to each other. I explore 
each of these indicators in turn and in relation to each other in order to present 
a model of good practice for inclusive counselling. A graphical representation 
of the model is presented in fig. 31 overleaf. 
267 
Figure 31: Model for Inclusive Counselling Practice 
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7.5.1 A proactive approach to inclusion 
Some of the comments made by counsellors participating in this study 
encapsulate the importance of taking a proactive approach to the inclusion of 
young people with learning disabilities in counselling: 
A proactive approach can be taken towards developing rapport 
and trust with those who can refer clients, and those people in 
a client's personal life, if appropriate. 
Counselling services need to be advertised in a way that is 
accessible to young people with learning disabilities and in 
places likely to be frequented by young people and/or 
their carers. 
Networking is of paramount importance. 
Referrals and the potential for referrals needs to be discussed 
with GPs. 
The results indicate that the most inclusive counsellors receive the majority of 
their referrals from GPs. care managers and teachers via word of mouth. 
Moreover, generally these young people get to know about counselling 
services through their care managers, link workers and teachers. Therefore, if 
counsellors were to take a proactive approach to networking with other 
professionals who are in contact with this client group they would be likely 
increase the level of awareness of counselling and facilitate referrals. It is 
evident from the data that the majority of all clients self-refer. Self-referral is a 
source of potential difficulty for young people with learning disabilities. They 
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are unlikely to self-refer due to their lack of knowledge and infonnation about 
services and dependency upon others. 
A proactive approach may be taken towards advertising and promoting the 
service. The majority of counsellors taking part in this research suggest that 
counselling could be made more available to young people with learning 
disabilities if specialised services, parents, carers and the client group were 
made more aware of what was available to them. However, even if counselling 
services were accessible to clients with regard to referrals the issue of cost 
remains. According to the results of this study there appear to be several 
potentially accessible mainstream counselling services available for young 
people with learning disabilities. They include: GP and Primary Health Care 
Trust counsellors, school counsellors and voluntary counselling organisations, 
along with several voluntary agencies, for example, Cruse Bereavement Care, 
Rape Crisis and Relate. Specialist counselling services include Voice LJK and 
Respond. Due to the nature of learning disabilities and the ensuing potential 
communication difficulties (WHO, 1998) coupled with the observed help- 
seeking behaviour of young people in general (Everall and Paulson, 2002), 
these avenues of finding counselling help may not be available to young people 
with leaming disabilities. Many people with learning disabilities have problems 
with literacy skills and the BACP directory can only be accessed through 
written information. Some organisations produce information in forms that are 
more readily accessible to disadvantaged groups of people, for example, 
publicity material in Braille for visually impaired people and leaflets written 
270 
using simple language and graphical information. Audio-taped information 
may be of use to some potential clients who have difficulties with literacy. 
However, problems with cognitive processing is a major feature of learning 
disabilities (Numminen et al., 2000), therefore information may not be 
interpreted correctly or may be used in inappropriate ways (BILD, 2004; 
Valuing People: A New Strategy for Learning Disabilities, 2001). Moreover, 
many people with learning disabilities require help in managing their daily 
lives (Borgatti, 2001; WHO, 1998), in areas such as transport, personal care 
and budgeting, making the complex task of locating a counsellor totally 
inaccessible, except for the most mildly learning disabled individuals. In order 
to be inclusive of young people with learning disability counsellors may need 
to be proactive in promoting the service, network and liaise with other 
professionals and have direct contact with carers and the young people 
themselves. The Royal College of Psychiatrists (2004) and Sinason (2002, 
1994) refer to multi-disciplinary ways of working with a cautionary note 
regarding confidentiality for clients. Proactive inclusive practices identified in 
this study comprise encouraging the use of advocates and communication 
support workers; welcoming carers and support staff who may accompany the 
client and provide transport. 
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7.5.2 Focus on relationship building 
According to the results of this study more than 1/4 of the most inclusive 
counsellors place an emphasis on the therapeutic relationship as opposed to 
1/4 
of the least inclusive counsellors. The level of inclusivity rises in direct relation 
to the emphasis placed on the therapeutic relationship, referred to as the 
'therapeutic alliance' by psychodynamic therapists (Sinason, 2004,2002, 
1994). The most inclusive counsellors are also more likely to use creativity, 
simple language and non-verbal communication. One counsellor reports that 
the most inclusive counsellors are more likely to: 
Accept limitations in verbal communication, more mirroring of 
clients' movements and the use of body language 
Another counsellor claims that inclusive counsellors should: 
Adopt an overtly warm approach 
Almost half of the counsellors participating in this study who have tried to 
increase access for young people with learning disabilities identify the most 
effective factors in the category of relationship building or: 
Developing rapport with people who enable clients to attend. 
Therefore a greater emphasis on building relationships seems a valuable 
component of a model for inclusive counselling practice. Contemporary 
research agendas explore the characteristics of the counsellor and the 
counselling relationship that best provide help for distressed clients (McLeod, 
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2002). 1 return to Smail's (2000: 4) quote in support of the counselling 
relationship: 
Having someone to talk to, someone to listen, is in itself 
'therapeutic', it doesn't take a genius to establish this - its 
part of everyday human experience. Of course some people 
are more comforting and reassuring to talk to at such times 
than others. 
McGuiness (1998: 19/1982: 79) claims that the therapeutic relationship is: 
... 
just another type of helping relationship - not always 
clear-cut. 
The BACP align the notion of relationship to good practice in counselling and 
in doing so support the results of this study in that the relationship is 
fundamental to inclusive counselling practice: 
Good standards of practice and care require professional 
competence, good relationships with clients and colleagues 
Results from this study indicate that a warm, friendly approach towards clients, 
their carers and other professionals is successful in increasing access to 
counselling. It is significant that the results from this study locate the person- 
centred approach to counselling at Level 1, the most inclusive. This approach 
requires counsellors to build up therapeutic relationships within an atmosphere 
of wannth and trust based on Rogers' (195 1) core conditions of- 
1. Unconditional positive regard (non-judgemental acceptance) 
2. Empathy 
3. Congruence 
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This type of relationship appears essential for effective therapy, in spite of 
differences in theoretical approach (DoH, 2001). The BACP (2002: Section 
3.1) refers to the concept of variations in the counselling relationship: 
The objectives of particular counselling relationships will 
vary according to the clients' needs. 
It could be argued that in the case of young people with leaming disabilities the 
need for the relationship is greater due to difficulties with communication and 
understanding. The notion of positive discrimination could apply with 
counsellors working within a model of inclusive counselling practice by 
working harder at building a therapeutic relationship and allocating more time 
and resources to this process. Raz (1986: 86) makes a case for positive 
discrimination: 
... their need 
is more pressing, their suffering more hurtful and 
therefore it is our concern for equality that makes us give them 
priority. 
This fits with the results from this study suggestive of counsellors giving 
greater priority to young people with leaming disabilities in order to increase 
inclusivity. However, there may be difficulties in applying a model of inclusive 
counselling practice due to potential barriers. For example, Smail (2000: 4) 
predicts that: 
The nature of the association between client and counsellor 
will be changed from a relationship into a time-limited 
contract. 
This study has identified the NHS at the highest level of inclusivity. However, 
in spite of recommendations that around sixteen sessions are generally needed 
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in order to promote therapeutic change in clients counselling in primary care in 
practice consists of only 6-8 sessions and is likely to follow a brief therapy 
model (DoH, 2001). Therefore counselling provision may be driven by market 
pressures rather than client needs or well-being (Smail 2002,2001,1995). it 
may be necessary for practices adopting an inclusive counselling model to 
overtly prioritise this client group and negotiate further resources in terms of 
time and number of sessions available for learning disabled clients in order to 
take account of the diverse features of the condition as described by WHO 
(1996: 1): 
... a condition of arrested or incomplete development of the 
mind ... especially characterised by impairment of skills... and 
social abilities... 
Autism, hyperactivity, aggressive and anti-social behaviour, withdrawal and 
social marginalisation can all affect relationship building (Baird et al., 2000; 
Smith, 2001; Beardsmore, 1998; Borgatti, 2001; Bonell-Pascall, 1999; DSM- 
IV; ICD- 10; BPS, 2000). Moreover, young people with learning disabilities are 
used to rejection and the resulting low self-esteem (Zic and Igrac, 2001) and 
are more likely to have attachment difficulties and disrupted relationships 
(Pattar and Forrest, 1993; Bowlby, 1969/1975) due to a higher prevalence of 
physical problems resulting in repeated hospital admissions (Kivitic-Kallio and 
Norio, 2001; Rajogopalan, 2001) due to conditions such as heart defects 
associated with Down syndrome (Forster-Gibson et aL, 2001), liver damage 
(Dabora et aL, 2001), leukaemia and other forms of cancer (Forster-Gibson et 
A., 200 1). 
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Other reasons for prioritising this client group and allocating more resources, 
especially time, rest on the higher prevalence Of communication problems. 
Physical communication difficulties include visual problems, gross and fine 
motor problems leading to dyskenetic movements making communication 
through non-verbal communication more difficult (Gemignani and Marbini, 
2001; Di Cicco et al., 2001; Cronenberger et al., 2001). By making these 
clients a priority and allocating the time and resources based on client need 
counsellors would be working towards inclusive counselling practice. 
Counsellors interviewed for this study suggest that: 
1. Inclusive practice is open, welcoming, and accessible in 
every way. 
2. Such a practice would have to be warm, friendly and overtly 
welcoming. 
3. Inclusive practice is one where relationship building is paramount 
and the client is valued and respected. 
The type of relationship described does not seem to be different to effective 
relationships in counselling generally; it is the greater emphasis on relationship 
building that fits with the model of inclusive counselling practice. 
It seems judicious at this point to focus on the components of the therapeutic 
relationship and how these fit with or apply to inclusive counselling practice. 
Although client's perceptions of therapy are increasingly being valued there is 
little research on young peoples' perspectives (Kazdin, 2000). Yet young 
people can contribute much to counsellors' awareness of their experiences of 
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effective counselling relationships (Docherty and Sandelowitz, 1999). The 
nature of the relationship required for counselling to be effective is well 
documented (McLeod, 2002; Mellor-Clarke, 2000; Martin et al., 2000; Gelso 
and Carter, 1994). The BACP (2002: Section C. 1) provides guidelines for the 
type of qualities a counsellor needs in order to work ethically: 
integrity, impartiality, respect 
Rogers (1951) claims that non-possessive warmth is an essential quality of the 
effective counsellor, whilst Smail (2000: 4) introduces the polarities of good 
and bad therapists, assigning the following qualities to the 'good' counsellor: 
a tolerance of and affection for otherness 
Hanna et al., (1999) claims that the relationship is essential in adolescent 
therapy, whereas Taylor et al., (1986) and Everall and Paulson (2002) identify 
trust as an important component of the therapeutic relationship with young 
people. DiGuiseppe et aL, (1996) and Gil (1996) suggest that the development 
of trust is likely to require more work when counselling young people due to 
their general distrust of adults' motivations as a normal part of their adolescent 
development process. Everall and Paulson (2002: 82) identify therapist 
openness and impartiality as: 
... critical factors 
in the development and maintenance of 
the therapeutic relationship. 
Therefore, to be inclusive of young people with learning disabilities is to be 
inclusive of young people generally with the added dimension of learning 
disabilities. This may also mean that the counsellor needs to address the power 
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differentials in the relationship in two domains. Firstly, in the age/generation 
domain, the older counsellor and the younger client may have issues around 
authoritarianism and secondly, the domain of learning disabilities where others 
may often be seen as the experts (Everall and Paulson, 2002). When the 
relationship is more egalitarian and the counsellor is seen as an ally there is 
likely to be a more positive therapy outcome (Diamond et al., 1996). 
Although Rogers (1951) positions skills as secondary it could be argued that 
skills are essential to building relationships. For example, listening and hearing 
what is being said and responding empathically, qualities claimed by Rogers 
(195 1) to be essential to building therapeutic relationships, could be described 
as skills. The use of techniques and strategies (skills) have been identified in 
this study as components of inclusive counselling practice and along with 
flexible and creative approaches could be used to aid the building of 
relationships. Training and awareness raising sessions for counsellors could 
include knowledge, information and experiential training in relationship 
building with learning disabled clients. Knowledge and experience of 
relationship building with this client group could be used to provide an 
inclusive initial assessment process and more equal opportunities for accessing 
therapeutic psychological interventions. 
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7.5.3 Equal opportunities policies in practice 
The results of this study indicate that equal opportunities policies are 
considered essential for inclusive counselling practice. Such policies developed 
by organisations providing counselling services, for example the NHS, are 
based on national policies and legislation such as: The Disability 
Discrimination Act (1995); Disability Rights Commission (1999); Saving 
Lives: Our Healthier Nation (1999); Valuing People: A New Strategy for 
Learning Disabilities (2001). Moreover, the results from this study indicate that 
not only should equal opportunity policies be part of the systems of counselling 
services ut that they need to be operationalised and applied in ways that really 
work to increase the inclusion of marginalised groups. There may be inherent 
problems in the operationalisation of such policies as identified by participants 
in this study: 
Do counsellors understand what is meant by inclusive? 
What does operating an equal opportunities policy mean? 
One participant responded in a way that highlights the problems of applying 
policies to practice: 
Inclusive? Not an expression I am familiar with but I operate 
an equal opportunities policy and exclude no-one. 
On the one hand the presence of such a policy appears to indicate inclusivity, 
on the other it appears that there is a lack of knowledge and awareness of the 
term 'inclusion', making the application of an equal opportunities Policy 
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problematic. It also seems that there is a certain naivety or lack of awareness 
present in the claim that the above counsellor 'excludes no-one'. 
Although major organisations such as the NHS, LEAs and social service 
departments are required to operate equal opportunities policies regarding 
minority groups the results of this study show that the majority of counsellors 
(80%) are also in private practice to varying degrees and it is more difficult to 
be sure whether these private practices operate such policies. Inclusion means 
having access to services and in the case of private practice findings from this 
study indicate that self-referral is the most usual gateway to access and yet the 
least likely to be used by young people with learning disabilities, thereby being 
the least inclusive. Conversely, the results also indicate that although the above 
major organisations may have equal opportunity policies in place they may not 
be effectively putting them into operation. Following a model of inclusive 
counselling practice would involve counsellors communicating, networking 
and building up relationships with the professionals most likely to refer 
learning disabled young people for counselling, identified by this study as: 
GPs, care managers, teachers, social workers, voluntary agencies, community 
psychiatric nurses and specialist psychiatrists. 
Making equal opportunity policies work in practice may also involve taking 
into account individual clients' physical needs because physical disabilities are 
more prevalent in this client group, for example, deaffiess and hearing 
problems (Di Cicco et al., 2001); visual difficulties (Kivitie-Kallio and Norio, 
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2001; Dabora et al., 2001); and mobility problems (Gemignani and Marbini, 
2001; Dabora, 2001). The data suggests that a greater knowledge and 
awareness of these problems facilitated by training may help counsellors to 
understand that although physical access to services may be improved by 
wheelchair ramps, the use of literature in Braille, the provision of British Sign 
Language interpreters and hearing aid loop systems this does not necessarily 
mean that the client has access to the processes of counselling. 
According to my findings a model for inclusive counselling also involves the 
inclusion of young people with learning disabilities in the processes of 
counselling. Counsellors' awareness of how clients may be affected by their 
learning disabilities means that genuine attempts can be made to increase 
inclusivity and go further towards meeting clients' very individual needs, 
acknowledging that such clients do not represent a homogenous group. 
Information from the WHO Internal Classification of Functioning and 
Disability-2 (WHO Draft, 1999) may help counsellors to gain a deeper 
knowledge and understanding of the range of effects of learning disabilities on 
the individual (Rajogopalan, 2001). 
Mental health problems are more prevalent amongst the learning disabled 
population (Lindsay, 1999). Therefore, it is not surprising that the results of 
this study point towards the NHS providing counselling at the most inclusive 
level (Level 1) regarding young people with learning disabilities, especially 
considenng the provision through child and adolescent mental health services 
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(CAMHS). However, counsellors indicate in this study that the NES provision 
is through specialist counselling services and learning disability teams rather 
than in the mainstream. Mainstream NHS counselling services include primary 
health care trusts (PHCTs) and the results from this study show that counsellors 
working in primary care are the least inclusive of this client group due to time 
and resource constraints. Goss and Rose (2002) suggest that the NES is the 
single largest single employer of counsellors in the UK and that the number of 
GP surgeries offering counselling has risen from 31-51% over the past few 
years. It is also shown that 86% GP patients would rather see a counsellor than 
have tranquillisers or antidepressants (MORI Poll, 1996). On this basis alone it 
appears that counsellors working in primary care have a firm rationale for K- 
increasing their inclusivity of young people with learning disabilities by using 
their equal opportunity policies as leverage to obtain finther resources to 
enable services and processes to be effectively accessed. 
Barriers to inclusion and the effective operation of equal opportunities 
practices can be identified from the results and show that such barriers are 
more likely to be located in systems, counselling practitioners, parents, carers, 
teachers, health and social care professionals rather than clients. Equal 
opportunity policies are developed and operationalised by individuals and 
groups working within systems and may reflect prejudices, stereotypes, lack of 
knowledge and awareness of those involved. Increasingly, clients of various 
health and social care organisations are being encouraged to have a 'voice'. 
User groups in the mental health arena provide a good example of this practice. 
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Putting equal opportunities polices into action can be more complex than it first 
appears. The nature, quality and processes of the service may be in need of 
closer examination and the involvement of user groups encompassing the 
notion of citizenship may need to be facilitated through the use of advocates, 
thereby giving clients their 'voice' (BILD, 2003). The Cruse Youth Project 
funded by the Princess Diana trust Fund (2003) provides a good example of 
how young people can be involved in the planning and provision of counselling 
services. Visser (1999) suggests that a paradigmatic shift can be made from the 
individual being seen as having the problem to organisations having to address 
issues which act as barriers to inclusion, this links with the differences between 
a medical and a social model of disability. Moreover, Visser (1999) refers to 
the compounding of the problematic nature of inclusion due to the lack of a 
definitive meaning of the term learning disabilities, in other words, how can a 
service work towards the inclusion of young people with learning disabilities 
when such individuals have not been identified? Therefore, identification and 
targeting of this client group may be an effective inclusive strategy. 
When attempting to put equal opportunity policies into practice the literature 
shows that several processes need to be considered. Counselling is about 
processes such as relationship building, engagement, psychological movement 
and change (DoH, 2001; BACP, 2003). Firstly, the relationship is an important 
process where the client is understood through their internal frame of reference 
and a process of empathic understanding and relationship building (Rogers, 
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1951; BACP, 2002; DoH, 2001; Wolfe, 1997; Sanders, 1996; Nelson-Jones, 
2003). Hanna et al., (1999) claim that the relationship is essential in adolescent 
therapy. The BACP (2002) refers to another process, that of exploration in 
therapy. 
Smail (2002) suggests that counselling doesn't take place in a social vacuum 
and Wolfe et al., (1989: 11) claims that counselling is part of the fabric of wider 
social life: 
Counselling is a social enterprise and cannot be divorced 
from the social, economic and political environment in which 
it is practised. 
Lee (2003) maintains that equal opportunities relates to social inequalities and 
exclusion from the mainstream with social and economic deprivation leading to 
marginalisation. The effective delivery of services is synonymous with access 
to provision and equal opportunities equates to equal access (DfEE, 1995). 
Giddens (1998) claims that equality equals inclusion and inequality equals 
exclusion, Foucault (1982) refers to exclusion as dividing practices. Positive 
welfare and social investment could be interpreted as making resources 
available to enable leaming disabled young people to access services. 
However, professional therapy fees can be in the region of E25-35 per hour 
forming an effective barrier to young people who do not generally have their 
own resources (Friery, 2003). Reeve (2002: 13) in his reference to oppression in 
the counselling room has the following to say: 
Counsellors, like all other people in society, are fed a 
stream of negative images and stereotypes of disabled people 
from a very early age, these contribute to the continued 
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discrimination and exclusion of disabled people in society. 
It appears that counsellors cannot afford to neglect the matter of including 
young people with learning disabilities in their practices because apart from 
moral and ethical issues legislation and policies demand that individuals are 
treated equally with regard to the provision of services. There is an issue with 
regard to discrimination and how anti-discrimination in counselling is 
monitored. One survey participant provided the following response: 'I do not 
want to work with this client group'. Should counsellors to be allowed to 
choose their clients according to their personal preference? In other areas of 
potential discrimination, for example, race, counsellors would be held 
accountable for their discriminatory practices. lt seems very different to imply 
that counsellors need to develop knowledge and skills before taking members 
of this client group for counselling, other than merely stating a personal 
preference. However, if a counsellor really does not want counsel this type of 
client, in a therapy that relies upon the relationship between counsellor and 
client for therapeutic benefit, would being persuaded to take such clients be 
useful? 
Although specific legislation applies to services providing specialist help to 
people with learning disabilities, the Human Rights Act (1998) and the 
Disability Discrimination Act (1996) apply to all providers of services. It could 
be argued that orgamsations offering counselling are complying with the 
legislation by having equal opportunities Policies. Moreover, this study 
identifies that counsellors believe equal opportunities policies to be indicative 
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of inclusive counselling practice. However, in order for counselling to be 
inclusive such policies would need to be operationalised. My experience of 
working in a variety of voluntary and statutory contexts leads me to believe 
that such policies are not always translated into inclusive practices. Rather, the 
physical aspects of disability, such as auditory, visual and difficulties with 
mobility are considered. In discussion with voluntary agencies it is apparent 
that loop systems to help counsellors to deal with clients who have hearing 
impairments, literature promoting the service in the medium of Braille and 
ramps for wheelchair users are often provided. The results of this research 
indicate that there is a lack of awareness of the needs of young people with 
learning disabilities, in spite of equal opportunities policies, such policies do 
not appear to be generally put into practice in tenns of young people with 
learning disabilities. Moreover, the response of one counsellor interviewed 
lends more weight to the argument: 
Inclusive? Not an expression I am familiar with but I operate 
an equalopportunities policy and exclude no-one. Counsellors 
must follow equal opportunities policies. 
This counsellor had not counselled an individual with learning disabilities. 
Although there may be many reasons for this, I find this counsellor's lack of 
awareness and naivety inherent in her claim that she excluded "no-one" rather 
disturbing. Moreover, her lack of familiarity with the term 'inclusive' was of 
concern to me. This may be linked to a general lack of knowledge and 
awareness of social issues and their impact on individuals within society. 
Gilliland and McGuiness (1989) claim that clients are most likely to be helped 
by counsellors who have levels greater of self-awareness. 
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For those counsellors wholly in private practice, how far do they have the 
systems in place that can be supportive of greater inclusivity and access to 
counselling, for example, equal opportunity policies? How isolated are private 
practitioners? The cost of counselling in the private sector can be high, 
especially if long-term work is required. Results from the survey and 
interviews with counsellors regarding increasing access to counselling indicate 
that cost and lack of funding are barriers to counselling for young people with 
learning disabilities, both in the private and public sector. The question raised 
by one interviewee, 'who paysT is central to the inclusion of this client group 
in all areas of counselling provision. These young people do not have access to 
the funds for private counselling unless a parent, carer or other advocate 
facilitates this. According to Giddens (1998) inclusion is one of the major 
refonns of the 20th Century. The results of this study indicate that a proactive 
approach to referral, allocation of appropriate resources, inclusive initial 
assessments and training are likely to increase inclusion. Putting equal 
opportunities policies into practice may mean approaching initial assessments 
through a positive inclusive frame rather than allowing the assessment process 
to exclude clients. 
7.5.4 Inclusive initial assessments 
The results from this study point to inclusive initial counse ing assessments as 
integral to a model for good practice in counselling children and young people. 
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There appear to be three main issues in assessing young people who are 
leaming disabled. 
Firstly, there is the issue of appropriateness of counselling for the individual. 
Does a counsellor really need to know whether a person has learning 
disabilities? Would it make a difference to the level of help provided in terms 
of increasing access or would such knowledge increase the chances of 
exclusion? West (2004: 22) has the following to say about prior knowledge of a 
client's condition: 
One is left feeling that the diagnosis has been made before 
the patient enters the consulting room on the basis of previously 
acquired prejudice. 
How would a therapist know that they had a client with learning disabilities? 
As identified in the literature, people with learning disabilities are not a 
homogenous group; ICD-10 (WHO, 1996) and DSM-IV (1994) provide 
information regarding a hierarchy of effects leading to classification as having 
mild (IQ<75 but >50), moderate to severe (IQ<50 but>30) or profound 
learning disabilities (IQ<30 or immeasurable). In terms of the individual with 
mild learning disabilities the counsellor may have no definitive diagnosis 
relating to this unless the source of referral makes this information available or 
the client presents with obvious physical indicators as found in some of the 
syndromes, for example Down or Turner's syndrome (Di Cicco et al., 2001). 
The counsellor may try to clarify the situation by asking the client if they have 
been 'statemented' at school. Although there is no evidence from this study to 
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support this proposition, in my experience as a counsellor and counselling 
supervisor this simple question is easily understood and able to be answered in 
the affirmative by young people who have gone through the statementing 
process. However, there are problems regarding some clients and their 
diagnosis of learning disabilities. Borgatti (2001) claims that psychopathology; 
psychological, intellectual and language delays can identify young people with 
learning disabilities. However, developmental disorders such as dyslexia, 
dysgraphia, dyscalcula, ADHD (Attention Deficit Disorder) and Autistic 
Spectrum disorders (Autism, Asberger's syndrome) do not signify that an 
individual has learning disabilities in terms of intellectual impairment. These 
conditions may be found in young people alongside learning disabilities and 
can mask learning disabilities or falsely indicate this (Kulkarni, 2001). 
Regarding the question I posed earlier 'Does the counsellor really need to 
know whether an individual has learning disabilitiesT the answer lies in the 
question (Would it make a difference to the level of help provided in terms of 
increasing access or would such knowledge increase the chances of exclusionT 
If the answer to this question is in the affirmative towards increasing inclusion 
and accessing resources that would provide psychological help for the client 
then it seems that knowledge of a client having learning disabilities would be 
useful and positive. However, if the answer to the above question points to the 
client having more chance of being excluded from services such knowledge 
may provide a barrier to accessing therapy. Therefore, in carrying out the initial 
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assessment of clients the therapist has the power to include or exclude clients 
with leaming disabilities. 
The results from this study indicate that there are four main issues to attend to 
when assessing the appropriateness of counselling for an individual with 
leaming disabilities. 
1. Level of communication 
2. Ability to process information 
3. Ability to engage in the counselling process 
4. Level of learning disability 
These issues may give the appearance that certain characteristics in relation to 
learning disabilities are situated in the client and to some degree this is the 
case. However, unless the client has severe learning disabilities (IQ<50) it is 
possible that counselling may be an appropriate psychotherapeutic 
intervention. The results from this study point to the systems involved in 
counselling, counsellors and health/social care professionals as being 
exclusionary and providing barriers to counselling rather than the nature of the 
learning disabled client. However, it appears from the results of this study and 
the literature that under certain conditions counselling may not be appropriate 
for some young people with learning disabilities, even if they are able to 
communicate, process information and actively engage in the counselling 
process. Such instances may include referrals for problems associated with 
learning disabilities that the individual has no control over, for example obesity 
in Turner's syndrome that is caused by hormone imbalance and pica (obsessive 
eating of strange substances, behavioural problems that are inherent in the 
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client's condition and obsessive compulsive symptoms caused by the client's 
disorder. 
Secondly, resource management is likely to be an issue. The initial assessment 
is usually the first meeting that a client has with a counsellor and one of the 
functions of assessment is to determine the appropriateness of counselling for 
the individual and how psychotherapeutic needs of the client may be met 
within the limits of available resources (Mellor-Clark, 2001). Moreover, the 
initial assessment, particularly where the CORE system is used (Mellor-Clark, 
2002), may identify client goals and use these to evaluate outcomes from 
therapy. The results of this study indicate that the assessment process may 
prove more difficult in the case of individuals with learning disabilities due to 
factors related to communication, levels of understanding and problematic 
behaviour. The WHO (ICD-10,1996) highlights impainnent of social skills 
and cognitive language as concomitants of learning disabilities. Prosser (1999) 
and Lindsay (1999) suggest that the high prevalence of mental illness (dual 
diagnosis) in such individuals can cause behaviour that could be attributed to 
either, making assessments of mental health difficult or impossible. 
Inclusive initial assessments require the resources of time to allow the client to 
reveal their problems and issues; time to enable the counsellor to get to know 
the client well enough to access the way that they best communicate and build 
up a relationship with the client; time to liaise with other professionals 
involved with the client if appropriate and the client's carer; a variety of 
291 
creative materials that can be used in the first session if necessary; and access 
to specialist supervision so that that difficulties in making decisions regarding 
the provision of counselling can be talked through without erring on the side of 
exclusion when in doubt. Participants taking part in this study highlight flexible 
and creative approaches to counselling as inclusive practices and these 
approaches can be adapted for use in the assessment process. 
7.5.5 Flexible and creative approaches to counselling 
This section looks at the results from the research carried out for this study and 
the literature in order to explore the place of flexibility and creative approaches 
to counselling in relation to my model of inclusive counselling practice. I have 
identified four main concomitants of inclusive counselling practice that can be 
used in this section: adapted simple language, imaginative and creative 
therapeutic techniques, non-verbal communication, flexibility in counse ing 
practices and eclecticism. A report produced by the Royal College of 
Psychiatrists (2004) suggests that creative therapeutic approaches, eclecticism 
and relationships are of paramount importance in providing accessible services 
to people with leaming isa i ities. 
Flexibility in counselling practices may make a difference between a client 
being able to attend for counselling or being excluded at an early stage. The 
organisation of counselling appointments may be arranged to make times 
available when carers or support workers are able to attend with the client or 
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transport requirements can be more easily met. Flexibility may mean including 
a carer in the session if that is what the client really wants and comments from 
counsellors interviewed for this study substantiate this: 
I make my practice flexible regarding times and appointments 
and accommodate carers where necessary, this means clients feel 
more welcome. 
Carers may be included in the initial assessment where the establishment of the 
client's communication abilities and levels of understanding are required. 
However, the downside of this may involve difficulties around confidentiality. 
Establishing communication and through the building of a relationship and a 
working rapport may be possible if the client's level of language ability is 
assessed, enabling the counsellor to adapt their own language. Difficulties with 
language are integral to learning disabilities (Chomsky, 1957) and therefore the 
adaptation of language is likely to be one of the most useful approaches that a 
counsellor can take in order to include such clients. The adaptation of language 
may include the use of simple sentences, less use of complex speech, repetition 
and emphasis on points of ambiguity or risk of misunderstanding (Griffiths, 
1996; Galloway and Richards, 1994; Mahoney and Sealey, 1976). 
Clarification of ambiguities and shared meanings are precursors to the building 
of empathic relationships (Gass and Veronis, 1991). Counselling involves 
reciprocal commUMcation and therefore linguistic flexibility may be necessary 
on the part of the counsellor (Chin and Bemard-Opitz, 2000). Verbal language 
is also the basis of communication between counsellor and client and is 
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therefore of paramount importance to the psychotherapeutic process (Hyme, 
2000). 
According to Geldard and Geldard (1999: 97) young people tend to use 
metaphorical language such as 'a black cloud seems to follow me wherever I 
go'. However, learning disabled young person may not have the cognitive 
understanding of abstract ideas or the linguistic abilities that enables them to 
use metaphorical language (Piaget, 1970; Vgotsky, 1962) and may require the 
use of art or other creative materials to communicate their thoughts and 
feelings. On the other hand, these difficulties in expression may not be 
confined to young people with learning disabilities, as Lynch (1998: 531) 
claims: 
We need to acknowledge that it (language) cannot of itself fully 
depict the true nature of an existence. 
Reiffe et aL, (2000) claim that individuals with learning disabilities often have 
great difficulty in understanding emotions in themselves and others. This 
information may be useful in that whilst there are difficulties in understanding 
emotions the actual feeling or experiencing of emotions may not be affected 
and may be accessed as part of the counselling process through artwork or 
other creative medium. 
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7.5.6 Training and awareness raising 
The results reveal that the most inclusive counsellors are qualified to the level 
of Masters Degree with over two thirds also being in possession of a social 
science Batchelor degree. Although the data are not sufficient to scientifically 
identify the possession of a social science degree as a causal factor in the more 
inclusive counsellors it is reasonable to expect that such counsellors are more 
aware of how social issues impact on individuals and groups. Smail (2000) 
highlights the impact of social issues upon clients making it appear that the 
individual is responsible in some way for his/her circumstances and has the 
power to initiate change, when in fact the individual is largely powerless 
against social forces. Therefore a greater awareness of issues such as race, 
gender, disability, power, social exclusion, social and economic deprivation on 
the part of the counsellor may enrich the counselling process and be an integral 
component of the model for inclusive counselling practice. Sinason (2002) 
claims that training is a real issue for therapists who want to want with people 
who have learning disabilities. Psychodynamic training programmes often do 
not accept this type of client as training cases, perceiving that they are too 
emotionally disturbed or unstable, therefore high risk (Sinason, ibid. ) 
How may this infon-nation be of significance to counsellors in their work with 
young people with learning disabilities? Masters level study requires 
commitment and a willingness to go through a process of learning and 
development above that needed for diploma level study. This involves close 
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examination and critical analysis of the field of study; an understanding and 
differentiation of the main concepts and eventually integration and wider 
understanding reflected upon in the context of individual practice. The 
literature regarding the developmental process of studying in higher education 
and its effects upon the individual identifies this process. In other words, the 
possession of a higher degree may be indicative of a more open-minded, 
reflective approach to counselling, with the counsellor being less accepting of 
the so-called norms of society and the profession and may be more willing in a 
pragmatic sense to try out different techniques and strategies to see what works 
with individual clients. 
By the very nature of their training and the type of work that counsellors do it 
could be assumed that counsellors have a greater influence over their own 
behaviour than the general population (Smail, 2000). Counsellors undergo 
personal development and work towards higher levels of self-awareness in 
order to be able to help their clients in therapeutic situations more effectively 
(McLeod, 2001b; Rogers, 1962). Increased levels of counsellor knowledge 
and awareness may hold the key to increasing inclusivity in counselling. A lack 
of knowledge and awareness of the counselling needs of young people with 
learning disabilities and available services appears to be embedded in systems 
(health, education, social care, employment, criminal justice, voluntary sector). 
According to the results of this study even counsellors are unsure of where to 
refer these young people if they feel unable to offer therapy themselves. 
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The results indicate that counsellors would be more able to change their 
practices if they had a greater awareness of the needs of young people with 
learning disabilities and how to address these needs, along with having a 
greater knowledge of the nature of learning disabilities as demonstrated in the 
words of one counsellor interviewed for this study: 
I feel I would plan to train further to equip myself with the 
necessary skills to help this client group. 
Knowledge and experience of learning disabilities and the 
client group can be beneficial. 
A raised awareness and greater knowledge may also enable counsellors to re- 
examine their equal opportunities policies critically and find ways of putting 
these policies into operation more effectively. Counsellors also appear to be in 
a good position to raise awareness of counselling in the client group, parents, 
carers and other health and social care professionals. 
7.5.7 Overview of the model 
The model of inclusive counselling practice is intended as a representation of 
examples of good practice as indicated in the results of this study and 
comprises six main areas where attention can be directed in order to increase 
the inclusivity of counselling practice, namely: the use of a proactive approach 
to inclusion, greater attention given to relationship building, the 
operationalisation of equal opportunities policies, inclusive initial assessments, 
flexible and creative approaches to counselling and attention to training and 
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awareness raising in learning disability issues. These six areas are not intended 
to be exhaustive; the model is open to finther development and is therefore not 
complete, nor are the areas necessarily comprehensive in nature, the model is 
in process. 
The first component of the model is a proactive approach to counselling young 
people with learning disabilities involving networking with potential referral 
agencies, increasing levels of awareness that this client group can be offered 
counselling, advertising and promoting counselling services to the wider public 
and agencies dealing with learning disabled young people and producing 
accessible publicity materials and in doing so may reach the client group and 
their carers. Secondly, by focusing on relationship building with clients and 
their carers and providing a wann, friendly approach to the extent that greater 
resources, especially time are allocated counsellors may increase the level of 
inclusivity. The third element of the model is the operationalisation of equal 
opportunities policies. Although such policies are often part of the portfolio of 
organisational policies they need to be actually put into practice in ways that 
serve the needs of the minority groups they are aimed at. This includes 
requiring a proactive approach on the part of counsellors, managers and 
administrators. Fourthly, by carrying out inclusive initial assessments young 
people with learning disabilities counsellors have the opportunity to show their 
commitment to providing counselling for this client group along with assessing 
the appropriateness of counselling for the individual. The fifth component of 
the model involves the use of flexible and creative approaches to counselling, 
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whether in the provision of the service, for example appointment times and 
length of sessions or in the actual therapeutic work as with the use of art or 
other creative materials. 
7.6 Summary 
In this chapter I have discussed and evaluated the results from the survey and 
interview data used in this study in relation to the literature and used this 
information to build a model of inclusive counselling practice for young people 
with learning disabilities. I have examined inclusion in counselling and the 
potential for change, identifying inclusive counselling practice as a dynamic 
process that can be placed on a continuum rather than a static phenomenon. 
The case for counselling learning disabled young people in relation to 
legislation and policies and the appropriateness of counselling for this client 
group has been explored and the removal of barriers and increasing access to 
counselling in primary care, education and the voluntary sector. 
The resulting model for inclusive counselling practice is developed from the 
results of this study linked with the literature and my experience from 
fieldwork. It comprises a proactive approach to counselling, a focus on 
relationship building, putting equal opportunities policies into practice, 
inclusive initial assessments, flexible and creative approaches to counselling, 
training and awareness-raising. In the concluding chapter I will look at the 
relation between my present work and my original research questions; anything 
that I would do differently now; implications for policy and practice 
in 
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counselling; farther research that might follow from this study and the 
limitations of the study. 
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Chapter 8: Conclusions and Recommendations 
1 Introduction 
This chapter examines conclusions that are drawn from the research questions 
and findings of this study. The research questions are: Can counsellors make 
their practices more inclusive of young people with learning disabilities? How 
appropriate is counselling for this group of young people? What are the barriers 
to inclusion? Which strategies and techniques may be useful in overcoming 
these barriers? The conclusions in relation to the research questions are that 
they have been useful in driving the research process and enabled the main 
issues to be explored. Further understandings about the research problem relate 
to the finding that counsellors involved in specialist learning disability roles 
with this group of clients are more likely to be inclusive, whilst mainstream 
counsellors largely exclude. Therefore, the problem of inclusion in counselling 
may be resolved by referring to specialist services. However, this does not 
further the movement towards social inclusion. Implications for theory, 
practice and policy are explored and the ways in which this research has added 
to the knowledge bases in these areas. The pre-detennined boundaries of the 
study and limitations arising Erom the research process are examined. 
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8.2 Conclusions about research questions 
The main question driving the research process was 'Can counsellors make 
their practices more inclusive of young people with learning disabilities? ) I 
translated this question into the hypothesis that counsellors are able to make 
their practices more inclusive and that they are motivated towards including 
this group of young people and the null hypothesis that counsellors are not able 
or motivated to increase the level of inclusion. I have examined the situation 
regarding counselling provision for this client group through data extracted 
from a survey of counsellors listed in the BACP Directory (2001) and a series 
of qualitative interviews with counsellors. The results challenge the null 
hypothesis by providing data indicating that there is a scale of inclusion in 
counselling represented by variables depicting a range of 'never' to 'often' 
represented in figure 6, page 213. It seemed reasonable to conclude that if a 
small number (3%) of counsellors are able to provide mainstream provision for 
these young people may be possible for others to change their practices in 
order to make them more inclusive. In other words, there is the potential for a 
higher level of inclusivity in spite of the results suggesting that counselling 
generally excludes young people with learning disabilities. It may be possible 
to build upon this potential to be inclusive, thereby challenging the null 
hypothesis and finding in support of the research question. Regarding 
counsellors' motivation towards inclusion, it appears from the results that 
given further knowledge, training and support, counsellors are generally 
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willing to try and be more inclusive, although there are several barriers to this 
process. Demographic data regarding qualifications, practice context and 
organisational context provided insights into the territory of inclusion in 
counselling and contributed to the development of profiles of inclusive 
counsellors, their practices and processes and a model for inclusive counselling 
practice. The notion of a hierarchy of inclusion on four major levels is 
suggestive o inclusion as a process (see figure 24, page 237) and provides a 
positive model for progress rather than a static and unchangeable model. 
Characteristics relating to the four levels of inclusivity include variables such 
as theoretical approach, counsellors' main occupational role, practice context 
and main source of referrals. The process of inclusion in counselling can be 
compared with the parallel process of inclusion in the education system and the 
shift from special schools towards inclusion in mainstream education with 
support for teachers and children supported by legislation, policies and 
strategies (Carrington and Robinson, 2004). This research makes a contribution 
to the theory on inclusion by adding the dimension of counselling to the 
existing literature on social inclusion (Milboume, 2002) and inclusive 
education (Thomas and Glenny, 2002) regarding practices and processes. 
The first supporting research question pertains to the rationale behind 
inclusion: Why should counsellors include young people with learning 
disabilities in counselling? The literature review and research into the social, 
historical and political basis for inclusion supports the notion that counselling 
should be more inclusive of this group of young people, identifying four main 
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reasons for inclusion: human rights; the prevalence of mental health problems 
in young people with leaming disabilities; education, leaming and social 
progress; and compliance with equal opportunities and anti -di scriminatory 
legislation, thereby providing defence against litigation and accusations of 
discrimination. The legislation providing the rationale for inclusion in terms of 
human rights is presented in figure 30, page 247. The main theoretical 
framework for this research is human rights and although the findings do not 
extend existing research in terms of human rights, they do add to the existing 
body of knowledge by providing information regarding the rights of a 
particular group of people to appropriate mental health care. This research 
extends existing knowledge and understanding of mental health care practices 
by adopting a counselling rather than a psychology perspective and examining 
inclusion of this client group in mainstream services rather than services that 
may be specialised in nature. 
The second key research question 'How appropriate is counselling for young 
people with learning disabilitiesT takes account of the assessment processes 
involved in contemporary counselling practices and the need to use finite 
resources appropriately. Four qualifying categories were identified relating to 
the nature of learning disabilities: communication, the ability to process 
information, the ability to engage with the counselling process and the level of 
learning disability. Each of these factors inter-relates; the level of learning 
disability directly affects the individual's ability to communicate and to process 
infonnation with each of these providing potential barriers to counselling. 
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Existing research in counselling provides information regarding the 
appropriateness and effectiveness of counselling for mental health problems 
such as depression and anxiety (DoH, 2001), the BACP have commissioned 
several studies to investigate these issues across a range of contexts including 
counselling in the workplace (McLeod, 2002) and counselling in primary care 
(Mellor-Clarke, 2001). A further study explores the appropriateness and 
effectiveness of counselling from the perspective of children and young people 
(Harris and Pattison, 2004). However, young people with learning disabilities 
are almost invisible in the results of these studies; therefore my research places 
this client group more firmly on the research agenda and provides a basis for 
further research in this area. 
The third key question asks what the barriers are to inclusion in counselling 
and the findings identify eight main barriers, locating them in systems (health, 
social care, education, voluntary sector, criminal justice, employment services); 
counsellors; parents and carers; and the individual with learning disabilities 
(see figure 16). From these results I conclude that the main barriers to 
including young people with learning disabilities in counselling are not located 
in the individual and are more likely to be found in counsellors, systems, 
parents, carers, teachers and social care professionals. This research supports 
existing research findings in other contexts that situate social exclusion in 
systems and examine strategies for removing barriers as seen in the example of 
whole school approaches to inclusion (Carrington and Robinson, 2004). My 
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research extends theory by contextualising barriers to inclusion, identifýing 
strategies to overcome these barriers in relation to counselling. 
The strategies and techniques that counsellors either use or advocate using in 
order to include young people with learning disabilities in counselling practices 
and processes form the substance of the final key research question. The results 
suggest four main categories: creative techniques; therapeutic relationship; 
simplification of language and non-verbal communication (see figure 17, 
page228). When these results were related to the four levels of inclusivity 
pattern emerged showing that the most inclusive counsellors adopted these 
techniques and strategies to a higher degree (see figures 19,20,21, pages 
231/232). This study agrees with existing research that young people with 
learning disabilities are essentially excluded from mainstream 
psychotherapeutic services (Prosser, 1999; Lindsay, 1999) in spite of their 
greater prevalence of mental health problems (Borthwick-Duffy, 1994; 
Department of Health and Home Office, 1992; Prosser, 1999)) and are more 
likely to be served by specialist psychological provision aimed at the resolution 
of behavioural problems. Existing research suggests that this is due to the 
exterrialised nature of symptoms that cause problems to parents, carers and 
teachers and is disruptive education processes for others in schools resulting in 
the provision of behaviour modification programmes rather than the provision 
of psychotherapeutic help for emotional problems and symptoms that are 
causing distress to the individual and may be internalised rather than 
externalised (Lindsay, 1999; Prosser, 1999). In other words, if symptoms of 
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psychological distress are not apparent in the form of behavioural problems 
and resulting in difficulties in management the individual is unlikely to be 
offered therapy. A good deal of the research into the mental health and 
emotional lives of this group of young people is researched through the 
discipline of psychology, for example, Lindsay (1999) and Prosser (1999). 
Therefore my research adds to the knowledge base by approaching the problem 
of inclusion in mainstream psychotherapeutic services from a counselling 
perspective; from the position that young people with learning disabilities may 
have a greater need for counselling due to the prevalence of mental health 
problems in this group; and by contextualising the counselling provision in 
primary care, education and voluntary sector counselling provision. 
My conclusions in relation to the research questions are that they have worked 
in driving the research process and have led to the production of useful results 
that address the main issues of inclusion in counselling in so far as they have 
made possible the development of a model for inclusive counselling practice. 
However, in hindsight I would have focused the questions more sharply upon 
the motivations of counsellors towards inclusion and their perceptions of the 
social forces working against them, along with making more concrete links 
between counsellor motivation and strategies for inclusion. 
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8.3 Conclusions about the research problem 
My own motivations towards researching this topic and the background to the 
research problem were discussed in section 1.2. Based on this section, 
implications for the research in furthering understanding about the research 
problem are explored. This incorporates qualitative findings about the research 
problem developed during the research process and those insights discovered 
during interviews. The research problem was based on the apparent lack of 
counselling services for young people with learning disabilities on courses at a 
college of further education. Some of these students were expressing emotional 
distress and required psychotherapeutic help and support. In my role as a 
teacher for students with special educational needs in the further education 
context I found that I was providing this counselling support myself, 
particularly as I was a qualified counsellor. My role as lead tutor for inclusive 
education and my personal belief in the value of inclusion for marginalized 
groups encouraged me to seek mainstream counselling provision for students 
rather than allow myself to be viewed as the specialist SENs counsellor. 
However, access to mainstream college counselling provision simply did not 
work in practice because the students seemed to prefer a known and trusted 
person to share their concerns with one who could communicate effectively 
with the individual, already being aware of the student's communication style 
and able to make adjustments accordingly. The findings from this research 
suggest that communication may form one of the major barriers to the 
inclusion of this group of young people in counselling practices and processes 
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due to the nature of learning disabilities and concomitant communication 
difficulties and strategies to increase inclusion incorporate the use of simplified 
language and non-verbal communication. Literature on the use of language in 
counselling was explored in section 2.4 and research carried out in the 
discipline of second language acquisition was applied critically to the 
discipline of counselling, for example, the concept of interactional 
modifications referred to as 'skeletonising' by Long (1983) and 'scaffolding' 
by Beveridge et A, (1997) and Bruner (1986). This research makes a 
contribution to the body of knowledge regarding the research problem in that a 
greater understanding has been gained from the results on inclusive practices 
and strategies to include these young people. By comparing counsellors at 
different levels of inclusivity useful variables were isolated and explored. The 
subsequent development of a model for inclusive counselling practice was 
based upon the findings and this model highlights the research problem in that 
it would not be necessary to have a model for inclusive practice if counsellors 
were already inclusive. The model for inclusive practice adds to the body of 
knowledge on inclusion by extending the range of contexts such as models for 
inclusive education (DfES, 2001a) and inclusive society (Giddens, 1998). It 
appears that the initially encouraging findings showing inclusion in counselling 
as a process and indicating ways of increasing inclusivity are counter-balanced 
somewhat by the results identifying the most inclusive counsellors as those 
who already have another specialist learning disability role with the client. The 
research problem involved the lack of mainstream provision for this group of 
young people; psychotherapeutic help was, however, provided in the specia ist 
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sector. One of the questions generated by this new knowledge linking 
inclusivity to counsellors with other roles in the field of learning disability is: 
'Do counsellors need to be specialists in order to be inclusive? 
8.4 Implications for theory, policy and practice 
This research contributes to the knowledge base in counselling by providing 
information relating to a marginalized group. Research is continually adding to 
counselling theory, particularly in relation to special groups in society, for 
example, the results of a study carried out by Grove (2003) provides 
information on same-sex couples. New insights have been gained in terms of 
highlighting how much counselling actually may take place in the private 
sector and how counsellors operate mainly in the private rather then public 
arena. Even when working for statutory or voluntary organisations counsellors' 
practices and processes are essentially private (Smail, 2002). Through the 
findings of this research some of these practices and processes have been made 
public, adding to the existing knowledge base of counselling. This research 
makes a contribution to theory on young people with learning disabilities by 
providing evidence about the type of training that counsellors may need to 
enable them to work more effectively with this client group; through the 
findings on counsellors, their characteristics and their practices; by identi . ng 
excluding practices and the techniques and strategies that can be adopted in 
order to overcome these; and finally, by providing a model for inclusive 
counselling practice that can be used by counsellors, managers of services and 
policy makers to move counselling forward in terms of this client group. This 
310 
research contributes to the evidence-base for clinical practice in terms of 
effective strategies for working with young people who have learning 
disabilities, providing exploratory research that can be built upon and 
developed further by research. 
This research has practical implications for counselling in the private, 
voluntary and statutory sectors. The findings highlight the training needs 
expressed by counsellors and identified by the researcher in interviews. 
Inclusive techniques and strategies can be adopted by counsellors not only as a 
way of including individuals with learning disabilities but also adapted to 
include other clients from marginalized groups who may have similar 
difficulties in accessing counselling help. For example, the use of simple, 
adapted language may be useful when counselling individuals from ethnic 
minority groups and who may use English as a second or other language; 
people with mental health problems affecting communication may benefit from 
the use of creative techniques and more attention to relationship building. The 
model for inclusive practice pulls together the various strands based on the 
findings of this research: proactive approach to inclusion; focus on building 
relationships; operationalisation of equal opportunities policies; inclusive 
initial assessments; flexible and creative approaches to counselling; and 
training and awareness. Each element of this model can be used to examine 
existing practices in order to identify strengths and areas in need of 
development. The model can then be used as a template for planning and 
developing inclusive practices and processes; strategies could be put in place 
based upon the inclusive model, which could then be adapted to use as a 
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template for evaluation. Global, national, professional and organisational 
policies already exist to support inclusion, however, the details of how these 
policies can be applied to specific client groups or individuals are not always 
readily available, therefore, the model for inclusive counselling practice may 
provide a framework that enables service managers and counsellors to actually 
address issues relating to inclusion, equal opportunities and anti-discrimination 
practices. 
8.5 Proposals for training and continuing professional 
development 
This study has highlighted several areas of training and continuing professional 
development for counsellors in mainstream practice. Firstly, practitioners 
require a good working knowledge of the Human Rights Act (1999) and the 
implications within their practice and context. Such training could be provided 
through the medium of workshops where case studies could be used to 
provided examples and opportunities to reflect on individual practice. My 
model for inclusive counselling practice would provide an audit tool to enable 
practitioners to assess the level of inclusivity within their practice and set 
targets for improvement. A greater awareness of issues such as race, gender, 
disability, power, social exclusion, social and economic deprivation on the part 
of the counsellor are likely to enrich the counselling process and as such form 
an integral component of the model for - inclusive counselling practice. 
Continuing professional development workshops addressing these areas in 
relation to inclusivity and diversity are available. However, provision is limited 
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and access to training is more likely to be found in the South of England. I 
propose a series of continuing professional development workshops to be 
developed in conjunction with the British Association for Counselling and 
Psychotherapy and delivered nationwide. This would fit in with other types of 
training offered under the BACP umbrella and provide a coherent and 
standardised CPD package for counsellors that could form part of their credits 
towards renewing yearly accreditation. Sinason (2002) claims that training is a 
real issue for therapists who want to want with people who have leaming 
disabilities and this may be addressed through the integration of learning 
disability awareness sessions into counselling training. However, I am aware of 
the tensions experienced by counselling trainers in providing all the necessary 
components required of counselling programmes. Moreover, learning 
disabilities forms only one area that makes up the field of 'diversity'. 
Nevertheless, legislation clearly requires that counsellors are inclusive of this 
group of people, therefore, I would propose that one training session on 
learning disability awareness within a two year professional counselling 
training programme would be a reasonable compromise. This would provide 
counsellors with the basics on which to build their practice and some idea of 
what their future training needs might be. 
8.6 Limitations 
The planned limitations to the research are outlined in chapter five, section 5.3, 
which relates to the research design and methods. Briefly, the intentional 
boundaries of the research involve the research population, limiting research to 
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counsellors listed in the BACP Directory for the year 2001, this was due to the 
disparate nature of counsellors and the wide variety of employment contexts, 
counsellors across the full range would be very difficult to reach and there 
would be no way of knowing that the counselling population was complete as 
there would have been with some other professional groups, for example 
nurses, who have a statutory requirement to register with the United Kingdom 
Central Council for Nursing, Midwifery and Health Visiting (UKCC). This 
research is limited to the UK context and the views of counsellors rather than 
clients, parents or carers. Another intentional limitation relates to the 
exploration of four main concepts, namely, counselling, psychotherapy, 
inclusion and young people with learning disabilities; it was necessary to have 
these boundaries to the research to prevent the study from becoming 
umnanageable within the resources available for the project. A decision was 
also made to confine the research largely to the demographic characteristics of 
counsellors, their contexts and the four measurement variables of 'often', 
sometimes', 'rarely' and 'never'. Firm limitations or boundaries have been 
necessary in order to produce a research design that is valid for its purpose. 
However, the measurement variables also present limitations that emerged 
from the research process. 
The measurement tool was developed through pre-pilot and pilot work with the 
variables of 'never', 'rarely', 'sometimes' and 'often' identified as measures 
for assessing the inclusion of young clients with learning disabilities by 
individual counsellors in their practices. It proved too difficult and unreliable to 
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use numerical measurements because counsellors generally do not keep 
statistical records regarding the client characteristic of learning disabilities. In 
the absence of fin-n diagnostic information (one of the findings from this 
research is that counsellors do not always have such prior information about 
clients) counsellors were making judgements as to whether individual clients 
had leaming disabilities. I recognise the potential lack of reliability of this 
research measurement tool in terms of the subjective nature of the 
measurement variables. However, although the variables may not be a valid 
measure of inclusivity in counselling, without carrying out research into the 
actual validity of the variables as a measurement tool to provide 
standardisation it cannot be assumed that it lacks validity. Therefore, I 
acknowledge the potential unreliability and validity of the measurement tool 
and accept this in terms of this research due to the investigative and 
exploratory nature of the study. 
Having recognized the limitations of the research methods in terms of the 
measurement tool and the research population, a further limitation of the 
research methods involves the qualitative nature of some of the data and the 
statistically invalid nature of some of the quantitative data, which mean that the 
findings are not generalisable and must therefore be viewed with caution. On 
the other hand, the methods, results and the way in which they have been 
extrapolated from the data serve the purpose of the research well in that the 
research was intended to be investigative and exploratory and as such form a 
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basis for the generation and development of further research questions that can 
focus on different, perhaps more specific areas for future research. 
8.7 Implications for further research 
Directions for further research include other topics and specific areas of the 
field, methodologies, altemative perspectives, practice and process research 
and different populations, other regions and countries; and various 
psychotherapeutic approaches. This research may provide a starting point for 
researching other topics within the field of counselling or advance research in 
topics such as the inclusion of other marginalised groups, for example, asylum 
seekers, homeless young people, people with a range of conditions affecting 
communication and young people generally; the use of speech and language in 
counselling; and the use of self as therapeutic in the counselling relationship. 
This research is confined to the UK perspective and could be narrowed down 
to examine inclusion in specific regions, as defined by geography or 
organisations such as health trusts or broadened to research inclusion in other 
countries. Investigating the topic from the perspective of young clients with 
learning disabilities would be useful and could contribute to the body of 
knowledge in the field. Research on the effectiveness of specific approaches to 
counselling and how each approach could make practice more inclusive may 
form provide useful information. However, in terms of taking this research 
forward, building upon it and giving it further value in tenns of practice, I 
intend to make the model for inclusive counselling practice available to the 
wider counselling community as a tool for assessing practice and carry out 
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research based on findings from such assessments in order to build up a picture 
of inclusivity in relation to specific organisations. 
Future research may be directed at developing methodologies to enable 
researchers to add further to the knowledge base in differing ways, for 
example, qualitative methodologies to facilitate effectiveness studies and 
qualitative methodologies to allow process research to be carried out in this 
area. Process research would be useful to discover the views of counsellors and 
clients on the therapeutic process and other related processes such as the 
relationship and psychological movement in counselling. 
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Appendix 1: Interview Record Sheet 
Interview date: 
Counsellor No. 
Qualifications: 
Training: 
Length of time counselling: 
Professional body: 
Supervision: 
Referrals: 
Referral of those with label of LD: 
Premises: 
Age-group: 
Sex: 
353 
Counselled YPLD: 
Understanding of the term Learning Disabilities: 
How do you know a person has LD? 
Understanding of term Young Person: 
Appropriateness of counselling: 
Difficulties in counselling YPLD: 
Techniques: 
Who should counsel? 
Access to counselling for YPLD: 
Understanding of counselling (client): 
Perceptions of what makes an Inclusive Counselling Practice (in general): 
Indicators of inclusive counselling practice: 
Increasing access to counselling for YPLD: 
354 
APPENDIX 2: Letter accompanying survey questionnaire 
Date ................ 
Dear ...................... 
Research Project: An Assessment of Counselling/Psychotherapy Provision for 
Young People With Learning Disabilities (Aged 12-19 years inclusive) 
The enclosed questionnaire is aimed at collecting data as part of a research 
project being carried out for my PhD in Counselling and Special 
Educational Needs in CESCO (the Centre for Studies in Counselling) at 
the University of Durham. It would be much appreciated if you would be 
able to take the time to complete the questionnaire and return it in the 
enclosed stamped addressed envelope by ...................... at the latest. 
Information provided in the questionnaire will be kept confidential, being 
filed and referred to by a code number. However, if you wish to be 
included in a series of follow-up interviews, it will be necessary to include 
your name and address, which will be removed from the main 
questionnaire and retained separately. 
The aim of the research is to assess the existing provision of counselling 
and psychotherapy for young people who have learning disabilities from 
there to develop a model of 'an inclusive counselling practice'. The project 
will go on to provide recommendations for improvements in counselling 
provision for this particular group of clients. 
Yours sincerely, 
Sue Pattison 
Lecturer in Guidance and Counselling 
and Special Educational Needs 
University of ............ 
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APPENDIX 3: Survey Questionnaire 
(The formatting of this questionnaire differs from the master 
due to formatting requirements of the PhD Thesis) 
Questionnaire: Study 1 
This questionnaire forms part of a research project aimed at exploring and 
improving the provision of counselling/psychotherapy for young people who 
have learning disabilities. 
For the purposes of this research project young people are defined as those 
aged 12- 19 years inclusive. 
Learning disabilities is defined as delayed or incomplete development 
combined with some form of social malfunction, suchas educational or 
occupational failure or an inability to look after oneself The term 'learning 
disability' replaces the previously used term 'mental handicap'. 
SECTION A: General Information - to be filled in by 
participants. 
Code 
Use 
only 
Are you aware of having ever having counselled young people 
who have learning disabilities? (Aged 12-19 years inclusive) 
Never 
Rarely 
Sometimes 
Often 
Young people with learning F-1 
disabilities form my main client group 
2. Could you please indicate your main approach to 
counselling/psychotherapy? 
Psychodynamic 
Person-centred 
Gestalt 
356 
Cog n itive-behaviou ral 
Psychosynthesis 
Other F-I 
Please state type .................. 
c 
0 
u 
s 
e 
0 
3. Please indicate whether counselling/psychotherapy is your main 
occupational role. 
Yes Counselling/therapy is my main occupational 
role 
No 11 Counselling/therapy is not my main 
occupational 
role but forms part of it. 
My main occupational role is: .............................. 
Other E] Please specify .............................. 
.0............................................ 
4. Please indicate whether you come into contact with young people 
who have learning disabilities in your main occupational role. 
Yes 1 do come into contact with young 
people 
who have learning disabilities in my 
main 
occupational role. 
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No 01 do not come into contact with young 
people who have learning disabilities 
in 
my main occupational role. 
5. Could you please indicate your counselling/therapy practice 
context (you may wish to indicate more than one). 
Private practice 
Voluntary sector 
Education 
Health 
NHS 
Social services 
Other El 
6. Please specify ..................................... 
c 
0 
u 
s 
e 
0 
7. Do you work for an organisation eg MIND? 
If so, could you please indicate which organisation: 
8. Could you please indicate your main source of referrals for your 
counselling/therapy clients (you may wish to indicate more than 
one). 
Advertising 
Self-referral 
358 
Word of mouth 
General practitioners 
Social workers 
Other 0 
Please indicate main source of referral ............................. 
9. If you wished to increase the inclusion of young people 
learning disabilities in your counselling/psychotherapy practice 
could you please list any ideas below: 
Participants who have experience of counselling young people with 
learning disabilities are invited to continue and complete Section B- 
all other participants please go straight to Section C. 
SECTION B: Specific to participants who have experience in providing 
counselling/psychotherapy to young people with learning disabilities, all other 
participants proceed to Section C. 
c 
0 
u 
s 
e 
0 
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y 
10. If young people with learning disabilities are part of your 
counselling/therapy practice, could you please indicate how they 
get to know about your service: 
Advertising 
Care managers 
Teachers 
Psychologist 
Occupational Therapist 
Other F-I Please specify .................. 
Could you please indicate if you have experienced any difficulties 
when counselling young people with learning disabilities, 
e. g. attending for sessions, engaging in the counselling/therapeutic 
process. If so, why do you think that was? 
.0........................................................................... 
.0............................................................................ 
.................................................... 0......................... 
c 
0 
u 
s 
360 
e 
0 
12. Could you please indicate whether you adopt any particular techniques, strategies or approaches when counselling young people who have learning disabilities. 
No 01 do not adopt particular techniques, 
strategies 
or approaches when counselling young 
people 
who have learning disabilities. 
Yes 01 do adopt particular techniques, strategies or 
approaches when counselling young people 
who 
have learning disabilities. 
Please outline techniques, strategies and approaches below: 
....................................... 0................................................ 
a.......... m............................. m.......... m............................... 
........................ 600................................................ 
13. Please indicate if you have had any training in counselling or 
psychotherapy for young people who have learning disabilities. 
No 1 have not had training in counselling young 
people who have learning disabilities. 
Yes F-I I have had training in counselling young 
people 
who have learning disabilities. 
Please specify type of training ............................................... 
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06........................ 
6.................................................. 
14. If you have made any attempts to further increase access to 
counsel I ing/psychotherapy for young people with learning 
disabilities, please indicate strategies below and whether they 
appear to have been successful. 
.................................................................................. 4 
15. Could you please indicate any aspects of your counselling/therapy 
training that have been useful to you in counselling young people 
who have learning disabilities: 
........................ a................................................................ 
.................................................................................. 
16. Please outline briefly below what you believe the characteristics 
of an inclusive counsellinglpsychotherapy practice to be: 
.................................................................................... 
c 
0 
u 
s 
e 
0 
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.................................................................. 0...................... 
.............. 6 ................................................... *...................... 
Please proceed to SECTION C. 
SECTION C: To be completed by all parficipants. 
17. Please indicate whether you wish to take part in a research 
Interview regarding counselling and young people with learning 
disabilities: 
No 1: 1 1 do not wish to take part in a research interview. 
Yes 01 do wish to take part in a research interview. 
If yes, please include your name address and contact point below: 
Name: 
Address: 
Postcode: 
Telephone: 
Email: 
Thank you for your time and effort in completing this questionnaire - 
the 
information will be used to help improve the provision of counselling services 
for young people who have learning disabilities. 
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